CLINIC FOR WOMEN 


3607 W 16TH STREET, SUITE 2B 
INDIANAPOLIS, INDIANA 







PRINTED: 05/24/2018 
FORM APPROVED 


STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 


NAME OF PROVIDER OR SUPPLIER 

CLINIC FOR WOMEN 


(XI) PROVIDER/SUPPLIER/CLIA 

<X2) MULTIPLE CONSTRUCTION 

(X3) DATE SURVEY 

IDENTIFICATION NUMBER: 

A. BUILDING: 

COMPLETED 

011133 

B. WING 

04/04/2018 


STREET ADDRESS. CITY, STATE, ZIP CODE 
3607 W16TH ST STE IB 
INDIANAPOLIS, IN 46222 



SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION) 


TOOO INITIAL COMMENTS 

This visit was for a State licensure survey. 

Dates of survey: 4/2/18 to 4/3/18 
Facility #0111133 

Clinic For Women is in compliance with 410 IAC 
26-4 through 410 IAC 26-18, Abortion Clinic 
Licensure Rules. 

QA: 4/5/18 



PROVIDER'S PLAN OF CORRECTION (X6) 

(EACH CORRECTIVE ACTION SHOULD BE COMPLETE 

CROSS-REFERENCED TO THE APPROPRIATE DATE 

DEFICIENCY) 



Indiana Slate Department of Health 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE 


STATE FORM 


ZZPY11 


If continuation sheet 1 of 1 










PRINTED: 09/06/2018 
FORM APPROVED 


Indiana State Department of Health 


STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION 

(XI) PROVIDER/SUPPLiER/CLIA 
IDENTIFICATION NUMBER: 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING: 

(X3) DATE SURVEY 
COMPLETED 


011133 

B. WING 

04 / 04/2018 


NAME OF PROVIDER OR SUPPLIER 


CLINIC FOR WOMEN 


STREET ADDRESS, CITY, STATE, ZIP CODE 

3607W16TH ST STE 2B 
INDIANAPOLIS, IN 46222 


SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION) 


T 000 INITIAL COMMENTS 

This visit was for a State licensure survey. 

Dates of survey: 4/2/18 to 4/3/18 
Facility #0111133 

Clinic For Women is in compliance with 410 IAC 
26-4 through 410 IAC 26-18, Abortion Clinic 
Licensure Rules. 

QA: 4/5/18 



PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 
CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 


(X5) 

COMPLETE 

DATE 



Indiana State Department of Health 

LABORATORY DIRECTOR’S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE 


STATE FORM 


ZZPY11 


If continuation sheet 1 of 1 

































DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 


SURVEYOR NOTES WORKSHEET 


T7W 


Facility Name:_ 

Provider Number:. 


Surveyor Name:_ j 

Surveyor Number: Disci; 


Discipline:. 


Observation Dates: From 


To 


TAG/CONCERNS 


DOCUMENTATION 










DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES __ 

/ SURVEYOR NOTES WORKSHEET 

FaclUty Name:_ ^ _ Surveyor Name: _ 

Provider Number:_ Surveyor Number:. 

Observation Dates: From_To_ 


TAG/CONCERNS ^ DOCUMENTATION 













Form CMS-807 (07/95) 







SIGN IN/SIGN OUT 
Abortion Clinic 


NAME (PRINT) SIGNATURE TITLE (PRINT) 



09/02/2014 










09 / 02/2014 
































FACILITY_ 

SURVEYOR 


ABORTION CLINIC ADMINISTRATIVE TOUR 


piJ 


MED DIR_ MANAGER 

DATE TIME A 


TOUR: 



t HxAt- 


Posting of license 
Pantry/nourishment area 
Janitor closet 

Housekeeping— fits-' 

Preventative Maintenance 
Storage Areas 
Flammable agents 
Jank storage and secured 
Overall maintenance 

Adequate battery powered lighting and equipment 


/A dequate battery powered lighting and equipment 
yZ/M edical record storage * 

^ Laundry Services ~T^, n 
__>fety ^ 

^ L ab area, as applicable ___ 

_.Chemical use and storage — 

v Refuse/infections waste — \ )C/pjs&- 


COMMENTS/INTERVIEWS: 



09 / 02/2014 






09 / 02/2014 














ffiri 


Abortion Clinic 

Administrative Document Request 

List of credentialed staff for 
Lis/of non-nursing Personnel for ^ 

Ej Ownership—copy of articles of incorporation 

□✓Quality assurance plan and documents to include all semces/function/contracts 
IZi List of contracts with scope and nature of services > , 

i<Jl Constitution and bylaws of governing body (if applicable) 'tzt In f 

□ Minutes of governing body (if applicable) M 1 ' *** 

□ Process for reporting health professionals 

□ Written policy addressing internal review of unusual occurrences and disasters 

Medical Staff Rules including; 

B Procedures for emergency, initial treatment, transfer 

□ History and physical 

□"Authentication of orders, who may take verbal orders 

□ Policy and procedure for communication with and timely response of physicians concerning a 
pt^mergency 

0 Health care worker practice problems 

□ Physician Credentialing (if physfcian performs procedures): verify admitting privileges in 
writing OR a written agreement with another physician with admitting privileges. The 
document(s) must be present in the clinic. 

Medical records policies including; 

□ Policies assuring documentation ofcare and services provided 
©Tfitflcies for safeguarding records from sources of damage 
LfMaintenance of records for appropriate time frame 

□ Authentication and security of record 
tSHJse of plain paper fax 
GTConfidentiality 

□^Release of information 

v/ ^aundry policies 
* dietary policies (if applicable) 

Labt>olicies including; 
u CLIA certificate or waived 

□ Qualify control and QA policies for complexity of tests 

Physical plant/ Safety policies including; 

H Preventative maintenance policies/logs 

□ Repairs and electrical leakage checks 

D Housekeeping and infectious waste policies 

□ Equipment inspection 

□ Vermin Control 

□ Building operations 

□ Chemical substance use/storage 

□ Surgical waste disposal 

□ General housekeeping / 

□ Fire control plan AND Evidence of state or local fire inspection * N 

□ Emergency/disaster preparedness 

^ C * 


09/02/2014 






Indiana State Department of Health 


Abortion Clinic 
Human Resources 
Request Form 


Personnel files should include: 
@ Prior education, 

© position/title, 

® date of hire, 

® license/certification, 

® initial orientation, 

© in-servicing/education, 
® job description, 


competencies 
current CPR status, 
most recent evaluation, 
physical exam/tests, 
two step PPD, 

Immunizations per facility policy. 


PLEASE, Mark/label with tab on each of the above areas per file or have a staff member familiar 
with files available for review process. THANK YOU. 


Nursing: 


1 . 

2 . 

3 . 

4 . 

5 . 

6 . 

7 . 

8 . 

9 . 

10 . 


Administration: ~ 


1. _ 

2 . ^ 

3 . 

4 . 

5 . 

6 . 

7 . 

8 . 

9 . 

10 . 


09 / 02/2014 






Indiana State Department of Health 
Personnel/physician identifier Table 



Number assigned by surveyor - afarurc 



09/02/2014 











PLANNED PARENTHOOD OF INDIANA AND KENTUCKY 
8645 CONNECTICUT STREET 
MERRILLVILLE, INDIANA 



Indiana State Department of Health 


STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 


NAME OF PROVIDER OR SUPPLIER 


PLANNED PARENTHOOD OF INDIANA AND KENTUCfr 


(XI) PROVIDER/SUPPLIER/CLIA 

(X2) MULTIPLE CONSTRUCTION 

IDENTIFICATION NUMBER: 

A. BUILDING: 

011116 

B. WING 


PRINTED: 09/06/2018 
FORM APPROVED 


(X3) DATE SURVEY 
COMPLETED 


03 / 21/2018 


STREET ADDRESS, CITY, STATE, ZIP CODE 

8646 CONNECTICUT ST 
MERRILLVILLE, IN 46410 



SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION) 


T 000 INITIAL COMMENTS 

This visit was for a State licensure'survey. 

Facility Number: 011116 

Dates of Survey: 3/19/2018 to 3/21/2018 

Planned Parenthood of Indiana - Merrillville Clinic 
is in compliance with 410 IAC 26, Abortion Clinic 
Licensure Rules. 

QA: 03/23/2018 



PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 
CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 


<X5) 

COMPLETE 

DATE 



Indiana Stale Department of Health 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE 


STATE FORM 


6899 


FJM711 


If continuation sheet 1 of 1 





















DUMRTMfcNI Ol* Hf-ALTff AND I It'MAN' STRYHI-S CCHTBRS FOR MBOlCARt k MuDK'A!l>Sj:i?VK'r.S 

SURVEYOR NOTES WORKSHEET 

facility Name Planned Parenthood Of IN & KY- Surveyor Name ££ RuSSell, RN 

Merrillville _ i __________ . 

Provider Number —~~~— Surveyor Number 14445 Discipline PHNS 

Observation Dates: Fi*om 3/l£/2Qi£ To 3/21/2018 

Facility #011116 State licensure survey 


ObCVM ENTATfON. 


s 


















WJ’AftTMKHT OP HEALTH AND I EUMAN SERVICES GUNTERS PCJR MEWL'ARE & MISUICAIO SERVICES 

SURVEYOR NOTES WORKSHEET 


Facility Name Planned Parenthood Of IN & KY- Surveyor Name QpjjCC RuSSCll, RN 

Merrillville __ ___-_ 

Provider Number —,—— Surveyor Nntnber 14445 ___ Discipline PHN$ _ 

Observation Dates: From .3/19/2018 _ To 3/21/2Q1S 

Facility U 04 1T16_ State Heeiisuresumy 





























.- **•'« «- MhtJlCAii) 

SURVEYOR NOTES WORKSHEET 

tyNamC Planned Parenthood Of IN &-KY- Surveyor JW , 

MsmlivIUe ' 

Pi:pvidcrNtmibor ' ^ 

Observation Hates- Frotn 3/39/^0.18 Ta 

Facility # 01 J J 6 — - *— --— — 


TAG/CONCERNS 


i 


DOCUM ENTATIO IS 

yskL _i 4 / ntbl ^ 


Grace Russell, UN 

"PtsdpUne PHNS" ~ 
State Reensure su rvey 


plWjrbi S _ 

_ CA. S: \ Ad*&) 7 . 

H fyjtepilbz- (aR JJ- 

^ A.-A.j^J ^TKnAd<oLj 

£. , , SfauAt^i 4~ : _ 


i ^f/HCoKai U 




r^-&nu>/ 


&. rm w 


|| jyp o^T^tV N 

,64 


ftArvlJU a ckffa 


!£_ 




5^r\A<>^4/ 


frfci kI. *if 
























"»'**« f r UJ ' s Itj AM!> f ['.'MAN SfifWlCKS Ct^riN Ft )H MEDIC AW. & MEDICAID SERVICES 

SUE VEYOR NOTES worksheet 

Facility Name Planned'Parenthood Of IN ,& KY~ Sui-veyorName RtiSSCll RN 

MeroIlviUfe _ ’ 

Provider N wo ber Surveyor Number I444S Discipline FHNS ~~ 

Observation Dates; From 3/19/2018 To 3721/2018 ~ 

Facility #011116 State licensu re survey 


TACyCONCERNS 


IB_ 


DOCUMENTATION 


&dri nQfAjCZh 


Rt. £Q\ 


mmm 


^rr;f 




jvJilJ 
























WI--MT01 ; 1f];Ai Til AND i if 'MAN SHRVfCfcS t^NliT.HS It *H MHMCAril! & MrttKVi ID M KVIfl-s 

SmmYOR NOTES WORKSHEET 

Facility. Nanie Planned Parenthood Of IN & K.Y- Surveyor Name Q|*D.Ce RllSSCli, RN 

Merrillville _____ _____ 

Provider Number *» »**•-***« «* **«• Surveyor Number 34445 __ Discipline PHNS 

Observation Dates: From .3/19/2018 _ To 3/21/2018 

Facility if 01 i l 16 ___ State licensure survey 

TAG/CQN CEPNS V~ 7 DOCUMENTATION . .___ r , _ 

■3liqtl'8 I ■SQ,Dr^-\\H.nij^M. VtQfUxAQ&MA'L Acni/X it £— 

— Laj --sg/fx, _ 

__ slo p.k &&i!L SM nxM££ —*_—-—- t — 

_ UX feitij! jjfatmill ^hhdsLkt M . Jj-L bt hi-^/i>tSlveh.ien a - 1 '~' ~ 

Pul t + fi .i jfh. Ls T&V-yrv// _/* / s*tLk& l iA f)lG R f)Ai 8 JiAf)(t<)d 


State licensure survey 


DOCUMENTATION 

Ad. $ 















DfcTARTMENTOK j fii,ALT11 AND ! ItfMA'M SERVICES t'liNTORS J : O.R MfiPiCAKE & MI-PICA 10 SERVICES 


Facility Name Planned Parenthood Of IN & KY- Survc 

Menjllvilje __ 

Provider Number —-—— Surveyor Number 14445 

Observation Pates; "From 30^015 To ^ 3/21/2018 

Facility #011116 


DOCUMENT AXIOM 


SURVEYOR NOTES WORKSHEET 

ithood Of IN & KY- Surveyor Name Qp aC g Russell, RN 


Discipline PHNS 


State licchsiire survey 




























DBf‘ARTMHNT OP ilEALTl! AND HUMAN -SERVICES CENTFUS FOR MKIWWRr & MEDICAID SERVICES 

SURVEYOR NOTES WORKSHEET 


P«et% Name Planned Parenthood QflN & KY- Surveyor Name Q race Russell, RN 

Merrillville __________ 

Provider Number —---——— Surveyor Number 14445 jOiseipUae PHNS 

Observation Dates: >rom 3/39/2018 To ''3721/2018 — ..- 

FaoiMty #011 lib Srat^limisuie survey 


























. *“**'"- Mfcuu/A iD.SER.ViCES 

SERVEYOR NOTES WORKSHEET 
Meniliville 6nH&Ky - **** 1 ** Grace Russell, RN 

St 

Facility.# O’MJJfi ~ -~ 

I, --555JSS55S-«~™j- 


Discipline }>HN$ 


TAO/CONCERNS 


kSo^s&n 


?>« 




pftkkM / 


mm 




















utTARIME^r OF WEALTH AND HUMAN .SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES 

SURVEYOR NOTES WORKSHEET 

Facility Name Planned Parenthood Of TN Sc KY- Surveyor Name. RllSSclI RN 

Merrillville , . ______ 

Provider Number —•-*-;—~ Surveyor Number 14445 Discipline PHNS 

Observation Dates: Froin "3Jl9mit To 3/21/203# ”" 


Facility# 01H16 


Stale licensure survey 


fOCUMENTATlCHVJ 
















- «>T i .wv/uU-' 1 |:K ViUiS 


r SURVEYOR NOTES WORKSHEET 

Merrillville Of IN &.KY- Surveyor Name Grace Russell, RN 

Observation Dates: ~J ainm - 

Facility # 01111$ ’ ~ ‘ ~ * ---•-— _ 

"" ’■' . -— .. State licensure survey. 


Discipline >HNS 











Facility Name 


Provider Number --- Surveyor Number 14445 Discipline PHNS 

Observation Dates: From 3/19/2018 _ To T/21/2018 - 

Facility # CH1116 State licensure survey 


-- u, o t .tv V IWED UCN i HK5 K>R MEDICARE & MEDICAID SER VICES 

SURVEYOR NOTES WORKSHEET 

Planned Parenthood Of IN & KY- Surveyor Name i 

Merrillville 


Surveyor Name Q race Russell> RN 









W»t ovule 


$fi-A<hae 


Abortion Clinic 

Administrative Document Request 

List of credentialed staff for fCUjrr&nk 
Lfstof noa~aw4lng FersotmeUdf /VitqqSfe- Td fUMjt 

■B^wnershtp—copy of articles of incorporation 

©quality.assurance plan and documents, to incl udeallserv sees/funcUen/contracts 
^Llstof contracts with scope and nature of services- 
©'Constitution and b ylaws-of governingbody (ifapplicable)- 
©'Minutes of governing body (if applicable) 

^Process- for reporting health professionals 

gVri ttfen policy addressing internal review of unusual occurrences an^^gaster^ 

Mescal Staff Wes including; , 

B^ocedures tor emergency* initial treatment, transfer "frofrg&s prphxso.1 ✓ 

©yistory and physical 

©^Authentication of orders, who-may take verbal orders 

Broilcy and procedure for communication with and timely response of physicians conceiving a 
pt emergency 

[B^ealtlreare worker practice problems 

BPhysician Credentialmg (if physician performs procedures): verify admitting privileges,in 
writing OR a written agreement, with another physician with admitting privileges. The 
documents) must be present in the clinic, 

Me^al records policies including; 

fflTplictes assuring documentation of care and sendees provided 
G^pl’icies fbr safeguarding records from sources of damage 
©Maintenance of records for appropriate time frame 
©'Authentication and security Of fecord 
[Mse of plain paper fax 
BConfidentlaHty 
GTReleas© of information 






vLaundry policies. -* Ohf v , 

policies (if applicable)-) arvt^ po(?, j (Ace, Snooks trffiif-acL j pfcS 

Lab^policies including; dbfr Ud>6^Zf 
0pLIA certificate or waived 

©'Quality control and QApoUcies for complexity of tests 

y 

Physical plant/ Safety policies including; 
freveqtam'omalntcnance policies/lags 
Repairs and electrical leakage checks 
housekeeping and infectious waste policies 
Sqtiipmem inspection 
/ermin Control 

©Building operations.—. , / 

O ^hc mre n l substanoe-use/storage l 
B^tirgioalwaste disposal - 5UJX- 5,^ 

©tlencral housekeeping 

EMire control plan AND Evidence of s tate or local lire inspection 
BEmcrgcney/disastet preparedness —— 


09/02/2014 


it |^n 

Pi «_ Out AOH S 
Tom*£t° Al3-«lHv/ 

3 K& 2 &S 3 IS-- 











03/03/2018 12:23 PM 


g 




























Facility Nam e PiflJWd, Pai^mkhG od - fY\^V)ll^lk 
Surveyo r j£d. j Pt^Ux Date__ 31w-3fo/ i8 


ABORTION CLINIC DOCUMENT REQUEST 
QA/H MONITORS 


Monitor 
Y N 


Standard 
Y N 


QA Reports 
Y N 


Biohazardous Waste, 

Biomedical PM_ 

Housekeeping_ 

tab_ 


V gut) —¥ 






fet -U fJliiU p i& r 


Y 


Y 


* 


T-’*— —y - 



Laundiy/Iinen, 


Y 


-feY 




£ 


Medical Records^. 

Maintenanc e \j y 

Nursing, 

Pharmacy 
Security, 

Discharges, 

Transfers 


f#- 



& fkrkeJOX] 

tY\Z,Q.hci^ttA^ 


pbUtu~ Y (buxfatL jOeMu-ifyj 


j- 


Y 


Y 


Infection- Control 


¥ 


~r 


Y 


Patient Emergencie s V _yl_ 


Y 


Medical & 
Medication Errors, 

Reportable 
Events ___ 


-y—y 




v— 


r 


Semi* 


Ai*;hvi -j Ofkuli 


/ 


n 



'-IQtMj. 

irx^^hmA'rnL) 


ProJ££U&,s 
Sb!S0fMQi4 4r 







\i° 


SWi 


ABORTION CLINIC ADMINISTRATIVE TOUR 


rarn .1TV Pl&Myed- fegWrOjegd ., ( ^.,1 SURVEYOR M-A^* 

' ^TOUR: DATE 3[iqj(^TlME_4U% 


MED DIR 


fftcr 
MANAGER 


\/^ P osting of license * 

iX P antry/nourishment area *??]>/ 

tX J anitor closet v ^ 

\X Housekeeping / 
t/ Preventative Maintenance 
Storage Areas 
x 4 4amm a faIe- t>gonte 
✓ T ank storage and secured 
O verall maintenance 

,X A dequate battery powered lighting and equipment 
, Mgdieal j^corti stojagC^geWr^) 
mndry Services rx^^ 


SHf /JfcKKecLflfeTVx 
yrt&tkjfrf pnaciAj -£/v'^ fct t 


X S afety 

vX L ab area, as applicable/ uj A*k 
Xfc hemical use and storage»X 
»X Retuse/infections waste-* 





(X&jwLfxWeA 

OH ‘ 

^v. & 1 y 

'VU*- \ 

SU/±JLt/V ' 

fiwacLuft*. 'A.1/ 

JtCLuxfJ Sixm /H 

/at™" I- pfw'oL i/t|)8 

— ibfh<u~UA In^Kini J p rv. s/c./jS’ 






.COMMENTS/INTI 

^iVvMMZl 


PI asMa ^ 


'y nug-M-y : 


Oonsuljf w 'i S fiEgj£Z= 

t^. 1 ’ ba*nv 


Hop- Sflrt*>W cfr 

±sSffls> 


3|t|i0y 

PfVv US 

slfoligy 

TKo^at^ / 

-(iftiv-'p b\o 

.P^/l®*> HWW' 

■" InSrauooeW'i' 
SpamJaLW, 

SJ^lU U iAf p»A 

yn 

pr^cL 3/<n)/0 1/ 

-b (il-gXU^C r^S 1/ 

09/02/2014 


3|fc|jl8 / 

. S+^Pi/ 

8P(Ul«- , r 

hjyfcadi Zlym^ 
jHU jx*jH^ 

fee <Un\i&Atev' 

pl&ix ^ (xjecC 

^pVOfijidjb^ 


£zm 

cjom>* urt^s-y 

*7 cWj^ 4c heA&ftUiuL 

bzohrfu^vdMS &<*<! 
fM/d'lln/w, I lig/m 
'^K Jhlie, Jtejify 
y> r li%■' 3 l>lt 9 h sls/te 
(.OIL Scu**.datei) _, 


Ft£& /A*tf ) 

m 3/4/8 / /W<t '» A- J 






Sb^SiLT^l/ 


Qlll/b 

Facili 

Surveyor_ CdSm-, j&j 'kxdiB^, PttirS . Date.cl/./l 

ABORTION CLINIC 

BOCUMENT REQUEST - PHYSICAL PLANT WORKSHEET 

EQUIPMENT 



R4 'i 




Heating __ 

Ventilation _ 

Ah* Conditioning 
■Emg^gengy^eaefetor- 
Emacg ^ower-B-o ur eO" 
Fire Alarm 
Smoke Detector 


Tag 040^^ Tag 0408 " tat^O H / v:* ! 

Main! Sched PM' Triennial Review 


MMJ&L 


Id i)hJ 


>r'su4< 






mi} 


Type 

Anes 


Tag 0414 Tag 0416 Tag 0418 Tag 0418 


Maint Sched PM 


Electr Check T riennial. Review 


Centrifuge ^ / /ll/Jlft ,/ ______ 

■Mb/fe'b _ . y / '/ , . -- 

Emerg Call Code Syst nn ntnl a i pveU -» / mrktodL, ^ 

Patient Exam Light X 1/ ,/ _ m 

Patient Scale __ yL3)< e }(® .___ 

Recover Chair ^ ^ fe. “-r* _-_ 

SterlHzter ^ \S / sj&jte S . ._ 

Suction Machine */_ ___ 

Surgieal/Exam Tables / /zf&j /S yX__ 

Ultrasound / /gjjkjjQ J.. _— 

Wheelchair Z ~-^ J —III- 

Ui-lfos-Qjnp^ %h\\?> ■/ 

NA - do not have equipment 

NR- not responsible, as equipment ;ts building-wide^. maintenance responsibility h by lessor 







OIMft ^ 

P(flAn£cl jfawnHdocI - IVlerWilntk 


Facility Name 


Surveyo r Qm<U. fcuSf&ll fa f Pt^S Date 3f W~3 Ul I^ MB 


ABORTIONCLINIC 
SIGN IN SHEET 


NAME (Print) 


TITLE (Print) 

\) P *f PoJteM S^ax/Lo lo 


~D,V^W ^ CjtAieS Of^^ dyi j 
JTfam# o.y 


r Rtj[£4 










gpy*'* 


Planned 

Parenthood 


















Planned Parenthood 0f Indiana & Kentucky QuarteilyVendor Revfew 






































0 UHL . 

Facility Name p(fl Jwd. jwj&Qkhoo! 
Surveyor^ £.U£s’&LI Phi 


filin'! (<£ _ 

Date dlOzllsu 


ABORTION CLINIC 
SIGN IN SHEET 


NAME (Print) 


TITLE (Print) 

\)P of Po4i6(a4 SzIajJU"J bO 

T) ( r<L-c}tor vj/ (2^)^- 

In faVn fYkirvzac.y'. _ 




Abortion-Clinic 
Nursing Document Request 

Patient list/register for A/? 1/20 11 ~fa f&b 2 0$ 

List of all Nursing Personnel including agency for j&JTlxL __ 
Complaint Log for SOsrcf 
Incident Reports for S&m€. 

O\ASb0j/Y)£ 

Personnel policies including; 

EfPolicy for control of communicable diseases includes specific to TB 
Efibrientation and training of new employees* contract and agency personnel 
EjjCPR policy 

ELAnnual in-service requirements 

Gf Annual competency for nursing and other personnel performing lab tests 



administration of Rhogam 

Q^eporting of post procedure complications and follow up 
Gl Cleaning and sterilization of reusable equipment 

Infection control program and policies including; 

Qpomposition and meeting minutes of infection control committee 
0/Provision for active and effective Infection Control Program 

Sterilization policies and procedures including; 

IZl Instructions for loading, operating, cleaning and maintaining sterilizers 
E^fiistructions for cleaning packaging, storing, labeling and dispensing of sterile supplies 
m Records of sterilization cycle and results of biological indicators in testing sterilization 
0/Cleaning of environmental surfaces contaminated by blood or infectious material 

Anesthesia policies including; 

^Safety rules to be followed 

JSf Safety training required of personnel 

JgfPreanesthesia, intraoperative and post anesthesia policies and requirements 

Pharmacy services policies including; 

Q] Records of stock supplies and accounting of all items 
m Policies for drug handling, storing, labeling dispensing and administration 
P Reporting of adverse reaction and medical errors 
©Storage and security — \rV\rf\ cMl CnXcOTl 
[ ] Formulary 

CD List of available emergency drugs 

Vvsr OMnvi \s[vr-eci'\Dri , 5 

09/02/2014 J , 

J\jc\ 4 or C Ofexb fnenrn 

AcA i 'iv'fx / uJ-pA '—A !-r So -nth fS 








ABORTION CLINIC NURSING TOUR 
FACILITY Planned Parenthood - Merrillville 

MED DIR /MANAGER_ 

STAFFING; R.N. EPN _____ Tech;_ 


^Traffic pattern 
"Dressing areas/staff/patients 
Adequate aapplies/storage 
Clean-utility 


NUMBER OF PROCEDURE. ROOMS A 

4oCEDURE/AMESTHES 1A/RECOVERY AREAS: 
__Scmb g&k 


Dress.-code adherence 
^Emergency call system 
Oxygen/humidlfier bottles 
Resuscitation equipment 


Dfiftbriijafors. (If TV Sedation is used) 
^Cardiac Monitors (if TV Sedation is used) 
Pulse Oxjpi€ters (if:TV Sedation is used) 


Facility# 011116 
SURVEYOR Tammy Berber RN 
TOUR'; PAT E T IME 

Ratio: _ 


Soiled utility 


✓ L inen Stacie 
1 / H andwashing sinks/toilets 
_preventive maintenance 






used)' 


Suction Equipment (if Dr Sedation i$ 


Other supplies/equipment specified by 


medical Staff (i£IV Sedatiopds used) 
JV equipment 
Anesthesi^agents used 
Sharps disposal 


03 


aqarps uispusdi q - ~r 

Medieatlon and narcotic storage/drug y -tTMJL 

“5 


areas/stock. supplies 


OTHER: 

C lean/dirty instrument/sterilization areas 
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Indiana State Department of Health 

Abortion Clinic 
Human Resources 
Request Form 

Personnel files should include: 

• Prior education, 

• position/title, 

• date ofhire, 

® license/certification, 

• initial orientation, 

• in-servicing/education, 

• job description, 

PLEASE, Mark/label with tab on each of the above areas per file or have a staff member familiar 
with files available for review process. THANK YOU. 


® competencies 

• current CPR status, 

• most recent evaluation, 
physical exam/tests, 

• two step PH), 

• Immunizations per facility policy. 


Nursing: 

r,. 

2. 

3. 

4. 

S--L. - 

6 . 

7. __ 

8 . _ 

9. _ 

10 . 
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Administration: 
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4,._ 
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6 . _ 

7. _ 
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9. _ 

10 . _ 


09/02/2014 










Indiana State Department of Health tyj 

Personnel Document Review j / 

Abortion Clinic: Planned Parenthood - Merrillville Date: March 19-21 2018 j Facility #011116 ^t/^ 


Narae/Class 


Prior Hire Lie/ 
Educ Date cert 

Orient . In- 
service 

CPR 

Last Compe 
eval tency 

Phy 

Exam 

& tolM / 

X / 

nr 

iM / 

X 


/ / 

S Wn x. 

X 

HCA. % 2/0 — 

/ X 

1/^ l %/ }1 x/' 

X 

MAi'nh — 

/ - x 


-nr 

X 

m Wa - 

/ - /' 

y Vtafe / 

X 


X ✓ 


X «/,i, 


X X 
X ' 

/I V 

x «x 


09/02/2014 











fo.G$0 II' 



09/02/2014 






ABORTION CLINIC MEDICAL RECORD REVIEW 


Patient identification foincludc: 


.Name 


Procedures for surreal abortion must include prcptocedure resting that 


On-site proof of jireferiancy as evidenced byn pregnancy 
tsst,.a copy of n pregnancy test or an iiltnvsound 
Verificafion and docuriiftntfltfen.of gwtatibnala^ 


.Completion of the abortion documented by ullrasonography 
or either clinical means . . . . ... 

Provision of .follow-up cxaminfftiorrflnd services __ 

Preanosthesia evaluation within forty-eight <48) hours before a-surgiool 
abortion ___:-.- 


History dad Physicat.exhminBtTon report to tnetmlo 


Viudsi 


es. . . 


nt risk fectots _ 


The date written 


ropriate medical tilsi 


is.of ^physical examination __ 


Results of any diagnostic studies .. ..... 


Results.of am 1 laboratory studies __ 


aridabnbrmdifinJR reactions 


~pf Tpf PT [PT '} PT :PT J PT | PT jPT [PT 

IP-g [ ID# I.US ID# tDtf ID# ID# m IB#- 

3- e> h ^ (TnF 


HKiMiliiKSfliin 
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X ^ 


firariiMMVfJirann 


aired, by 1C I d-34>2-U- State form 55320 (6-13) and 55321 <6-13 


appi 

mmmm 

i 


Authentication Of entries by thcphysicianor physicians and health oarc 

workers who treated or cared for the patient. __ 

Cond ition on discharge^ disp'osttion of (he iiatidnhand time of discharg e. 
Discharge entry Iq include instructions tolhc patient or patient’s tegal 




Copyoffhctransfcr'fomi, if the-patient was referred to .a hospital or other 


anoy report., 


Aetivrties'-alioWed and to be avoided 


Hyglerifodnd other posidifccharge procedures to ho 

followed _ - _— 

Clinic einergenoy phone numbersayailublc on ntwenty- 
fbur <241 hours basis . 


Follow-up appointment, if indicated 


Counseling regardinRJRh typin'R ,. 

Administration orRh-imniunegtobulin, if indicated - 
unloss-paticnt signs a'waiver'or oilier arrangements for 
administration are documented 
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Form 361 IS -Available Counseling after an Abortion 
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ABORTION CLINIC MEDICAL RECORD REVIEW 
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m n># 
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includes 


Verification, arid documentation of gestational 


ri fTjJPpT^ ^T: 1 t! ?7jf»U i;-j iS.S'j M f»3 5 ffl 

i ii 'ii 1 i —— 


Ggrapletibnflfthb.aBorrion documented by uittasonogrephy 
or ottierclioicai means 




Ffeagesthesia eyal'uijtion wifcln.fprty&ight (4?) hours before a surgical 
abortion. . . . 



i: i timmimmmE msm 

m i I, i. im—— 
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Any significant risk factors ... 


TlVe date written 


date medical hista 


'Pioal exaroina 


Results of any dfaghoydb studies_. ■.___. 


uita ofriny laboratory studies; ' ___ 


Any oIIerfeies arid abnormal drug reactions. 


Entriesrcloted toruipsthestu admjrtistratio 


Evidence rif appropriate informed consent forprqcedures.axidirenttiicnts as 
requiredlwlC StateferinWQ'{6^3yand35B21{6-,i3). 


Areportdescribinp;’techniques,.findiiigs,andit»ssucTemov.edDral 


Authentication oferitries'b^ thephysician or.physicians and health care 
workbrsiwho treatedorcared fiifthe patient, . . 


• Condition on discharge, dispositionrif tho potieiiL^'rind time of disc 


Copy.oflbc tran^br-form, iftluijiatient was.referied.to.il hospital of.other 
fiicllrty. .. _ 


nncy report 


Dlkhareeihforirmrion toinclUdc:_ 


ros : of possible complications 


Acfivitibs ailbwed and tQ bp avoided _ 

Ptygjenio.'and otherpostdisbliarge procedures to be 

Mowed 


Administration.of Rh immime.globulin, ifindicifed - 
unless patientsigbs a waiter or other 'arrangements for 
admLnl3tr'ation tira:dpcUrnBntcd . 


lEEm 

\mm 
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juenfmdnitq: 


Monitoring tfortespipatpr^.-cardibya^otilar and 
neurological ef&ojs offhe drugs being used; 


Posianesthctio evaluation for proper anesthesia recov 
Form 56108 —Certirication of provision of PerinatalHospi&a Mbrmation 

(Time Of Ahorfion-Corisent Decision) ____ 

Form 56113-Certification ofPrdvisioriOfPerinntalHospicelnfonnation. 
Form 56114,-XHsppsitiop of Aborted Fetus 7": 


Form 561 Ig-Av.aiiable.Gomtselin 
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SURVEYOR NOTES WORKSHEET 

Facility Name Planned Parenthood - Merrillville Surveyor Name XflHllHy Berber, RN 

Provider Number ~ Surveyor Number 35731 _ Discipline PHNS _ 

Observation Dates: From 3-19-201 B_ To 3-21-2018 _ 
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: Plsnhed Parenthood of Indiana and Kentucky, MsrrMvBfe facility #1601 lilfil 
Response to ISDN Abortion licensing- Review conducted January’S!* 2017 
Survey results-received February-17,2017 
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PREFIX 
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TOGO 


T 004! 


SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION) 


INITIAL COMMENTS 

This visit was for a state licensure survey. 

Facility Number: 011118 

Survey Date: 03-27-2018 to 03-28-2018 

QA: 4/02/2018 

410 I AC 26-2-7 LICENSE REQUIREMENTS 
410 I AC 26-2-7 

A license issued under this article must be 
conspicuously posted on the premises In an area 
open to patients. 


This RULE is not met as evidenced by: 

Based on observation, the facility failed to 
conspicuously post a current license for 1 facility. 

Findings include: 

1, On 03-27-2018 at 2:60 pm. in the presence of 
employee #A2, Vice President of Patient 
Services, and employee #A5, Health Center 
Manager, it was observed in the waiting room 
area there was not a current license posted. The 
license posted was observed to have an 
expiration date of 06-30-2017. 
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T 000 
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(EACH CORRECTIVE ACTION SHOULD BE 
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DEFICIENCY) 
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DATE 
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STREET ADDRESS, CITY, STATE, ZIP CODE 
8590 GEORGETOWN RD 

INDIANAPOLIS, IN 46268 __ 

PROVIDER'S PUN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 
CROSS-REFERENCED TO THE APPROPRIATE 
• DEFICIENCY) 


T134 Continued From page 1 
T 134 410 IAC 26-7-2 MEDICAL RECORDS 

410 IAC 26-7-2(c) 

(c) Patient records for surgical abortions must 
, document and contain, at a minimum, the 

following: 

(1) Patient identification. 

(2) Appropriate medical history, 

(3) Results of the following: 

(A) A physical examination, 

(B) Diagnostic or laboratory studies, or both 
(if performed). 

(4) Any allergies and abnormal drug reactions. 

(5) Entries related to anesthesia 
administration. 

(6) Evidence of appropriate informed consent 
for procedures and treatments as required by 1C 
16-34-2- 

1 . 1 . 

(7) A report describing techniques, findings, 
and tissue removed or altered. 

(8) Authentication of entries by the physician 
or physicians and health care workers who 
treated or 

cared for the patient, 

(9) Condition on discharge, disposition of the 
patient, and time of discharge. 

(10) Discharge entry to Include instructions to 
the patient or patient' s legal representative. 

(11) A copy of the following: 

(A) The transfer form if the patient was 
referred to a hospital or other facility. 

(B) The terminated pregnancy report filed 
with the department. 

(12) Any report filed with a state agency or law 
enforcement agency pursuant to a statutory 
reporting 

requirement. 
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PROVIDER’S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD 8E 
CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 


(Xfi) 

COMPLETE 

DATE 


T134 Continued From page 2 


This RULE is not met as evidenced by: 

Based on document review and interview, one (1) 
of thirty (30) medical records reviewed lacked 
documentation of appropriate informed consent 
for procedures and treatments as required by 1C 
16-34-2-1.1. 

1. PPINK Administrative Chapter 4: Consent, 
Informed Consent and Patient Education, last 
revised 6/2018, indicated: The informed consent 
process must take place. It Is the professional 
and legal duty of every affiliate to provide each 
patient with adequate information regarding the 
nature of the proposed services, 

2. Medical record #30 lacked documentation of a 
signed abortion informed consent certification, 
State Form 55320. 

3. Staff member #04 indicated in interview on 
3/28/2018 at 1000 hours, that the medical record 
#30 lacked documentation of the required form. 
He/she also Indicated that since the forms are 
scanned into the EMR, that it may not have 
gotten scanned in. 

T144 410 IAC 26-8-1 PERSONNEL POLICIES AND 
RECORDS 

410 IAC 26-8-1 (c)(1) t 

(c) The clinic must do the following: 

(1) Maintain current job descriptions with 
reporting responsibilities for all personnel and 
annual 

performance evaluations, based on the job 
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STATE FORM 
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SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
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Continued From page 3 

description, for each employee and contract and 
agency 
personnel. 


This RULE is not met as evidenced by: 

Based on document review and interview, the 
facility failed to follow its policy to conduct an 
annual evaluation on 1 of 4 employees files 
reviewed. 

Findings Include: 

1. Review of the Employee Handbook, approved 
February 2015, Indicated employees may receive 
an annua! performance evaluation. 

2. Review of 4 employee personnel flies 
indicated file P4, Nurse Practitioner, did not have 
any documentation of a current annual 
evaluation. 

3. In Interview on 03-28-2018 at 10:30 am, 
employee #A2, Vice President Patient Services, 
confirmed ali the above, including the facility 
policy was as Indicated in the Employee 
Handbook, and no other documentation was 
provided prior to exit. 

410 IAC 26-8-3 PERSONNEL POLICIES AND 
RECORDS 

410 IAC 26~8~3(b) 
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T168 Continued From page 4 

(b) The clinic shall ensure cardiopulmonary 
resuscitation (CPR) competence in accordance 
with current standards of practice and clinic policy 
for all health care workers Including contract and 
agency personnel who provide direct patient care. 



PROVIDER’S PLAN OF CORRECTION (XS) 

(EACH CORRECTIVE ACTION SHOULD BE COMPLETE 

CROSS-REFERENCED TO THE APPROPRIATE DATE 

DEFICIENCY) 


This RULE Is not met as evidenced by: 

Based on document review and interview, the 
clinic failed to ensure that one (1) staff members 
of ten (10) staff member's personnel files 
reviewed and 1 of 6 medical staff credential files 
reviewed, had documented cardiopulmonary 
resuscitation (CPR) competency per facility 
policy. 

Findings include; 

1. Review of a facility document titled PPINK 
0417, CPR Certification Policy, approved 
4/21/2017, indicated the Following; 

Purpose: 

All staff participating in patient care must be Basic 
Life Support (BLS) Cardiopulmonary 
Resuscitation certified by the American Heart 
Association. 4 

Policy: 

Ail staff who are not CPR certified at hire are 
required to obtain certification prior to beginning 
patient care. 

2. Nursing Personnel #N3‘s file, healthcare 
assistant, who was hired 9/5/2017, and does 
patient care, lacked documentation of CPR 
training. 
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Continued From page 8 

1. On 03-27-2018 at 3:25 pm in the presence of 
employee #A2, Vice President of Patient 
Services, employee #A5, Health Center Manager, 
and employee #A6, Health Care Assistant, it was 
observed In an ultrasound room there were test 
strips being used to determine the effectiveness 
of Cidex, a chemical agent being used to disinfect 
probes for ultrasound procedures. 

2. Review of the manufacturer's 
recommendation on the insert package of 
instructions for Quality Control Procedures of the 
test strip bottle Indicated testing of positive and 
negative controls must be performed on each 
newly opened bottle of CIDEX OPA Solution. 

3. On the above date and time, employee #A6 
was requested to provide documentation of 
following the above-stated Quality Control 
Procedures. The employee indicated there was 
no such documentation because the Quality 
Control Procedures were not performed, and no 
other documentation was provided prior to exit. 

410 1AC 26-16-1 PHARMACEUTICAL 
SERVICES 

410 [AC 26-16-1(2) 

The clinic must provide drugs and biologlcals in a 
safe and effective manner in accordance with 
accepted professional practice. The clinic must 
have the following: 

(2) Records of stock supplies of all scheduled 
substances, including an accounting for all items 
purchased and dispensed. 
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This RULE is not met as evidenced by: 

Based on document review and interview, the 
facility failed to follow its policy for accounting of 
scheduled substances in 67 of 90 instances, and 
failed to document the Medical Director Review of 
the log used for the accounting In 9 of 9 
Instances. 

Findings include: 

1. Review of facility policy titled Health Center 
Logs, REFERENCE CODE: PS04, approved 
11-29-2017 indicated staff must follow the 
instructions on each log. 

2. Review of 9 facility documents titled 
CONTROL SUBSTANCE LOG, dated 1/31/18 
through 3/4/18, indicated the following: 

Instructions: Must be completed every procedure 
day by 2 staff members (2 licensed staff 
members, 1 licensed staff member and the health 
center manager or assistant manager) for all 
control substances. An unlicensed staff member 
may only complete the count if a licensed staff 
member, Health Center Manager, or Assistant 
Manager is not on site. Provider and Health 
Center Manager should review log monthly and 
document review by signing and dating below. 

3. Further review of the 9 facility documents 
titled CONTROL SUBSTANCE LOG indicated: 

90 daily entries - 23 were initialed by 2 licensed 
staff members and 67 were initialed by only 1 
licensed staff member 
9 log pages were not signed indicating the 
Provider had reviewed,' 
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Continued From page 8 

4. In interview on 03-27-2018 at 2:35 pm, 
employee #A2, Vice President of Patient 
Services, confirmed all the above and no other 
documentation was provided by exit. 

410IAC 26-17-3 PHYS. 

PLANT, MAINT. .EQUIP., ENVIR..SAFETY 

410 IAC 26-17-3(2) 

The condition of the physical plant and the 
overall clinic environment must be developed and 
maintained in such a manner that the safety and 
well-being of patients is assured as follows: 

(2) No condition may be created or maintained 
that may result in a hazard to: 

(A) patients; 

(B) authorized visitors; or 

(C) employees. 


This RULE is not met as evidenced by: 

Based on observation, the facility created I 
condition that may have resulted in a hazard to 
patients, authorized visitors, or employees. 

Findings include: 

1. On 03-27-2018 at 3:15 pm in the presence of 
employee #A2, Vice President of Patient 
Services, and employee #A5, Health Center 
.Manager, it was observed in the hallway next to a 
crash cart, there was 1 small oxygen tank 
unsecured by chain or holder, if the tank was 
knocked over and broke the head off the 
compressed cylinder, it could result In harm to 
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TOGO INITIAL COMMENTS 

This visit was for a state licensure survey. 

Facility Number. 011118 

Survey Date: 03-27-2018 to 03-28-2018 

QA: 4/02/2018 

T 0041 410 IAC 26-2-7 LICENSE REQUIREMENTS 
410IAC 26-2-7 

A license issued under this article must be 
conspicuously posted on the premises in an area 
open to patients. 


ID 

PREFIX 

TAG 
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DEFICIENCY) 
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This RULE is not met as evidenced by: 

Based on observation, the facility failed to 
conspicuously post a current license for 1 facility. 

Findings Include: 

1. OnT)3-27-2018 at 2:50 pm. in the presence of 
employee #A2, Vice President of Patient 
Services, and employee #A5, Health-Center 
Manager Jt was observed In the waiting room 
area there was nota current license posted. The 
license posted was observedio have an 
expiration date of 06-30-2017. 
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T134 Continued From page 1 
T134 4101 AC 26-7-2 MEDICAL RECORDS 

410tAC26-7-2(c) 

! (c) Patient records for surgical abortions must 
document and contain, at a minimum, the 
following: 

(1) Patient identification. 

(2) Appropriate medical history. 

(3) Results of the following: 

(A) A physical examination. 

(B) Diagnostic or laboratory studies, or both 
(if performed). 

(4) Any allergies and abnormal drug reactions. 

i (5) Entries related to anesthesia 

| administration. 

(6) Evidence of appropriate informed consent 
for procedures and treatments as required by 1C 
16-34-2- 

1 . 1 . 

(7) A report describing techniques, findings, 
and tissue removed or altered. 

(8) Authentication of entries by the physician 
or physicians and health care workers who 
treated or 

cared for the patient. 

(9) Condition on discharge, disposition of the 
patient, and time of discharge. 

(10) Discharge entry to include instructions to 
the patient or patient' s legal representative. 

(11) A copy of the following: 

(A) The transfer form if the patient was 
referred to a hospital or other facility. 

(B) Tire terminated pregnancy-report filed 
with thedepartment. 

(12) Any report filed with a state agency or law 
enforcement agency pursuant to a statutory 
reporting 

requirement 
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T134 Continued From page 2 


This RULE is not met as evidenced by: 

Based on document review and interview, one (1) 
of thirty (30) medical records reviewed lacked 
documentation of appropriate informed consent 
for procedures and treatments as required by 1C 
? 16-34-2-1.1. 

1. PPINK Administrative Chapter 4: Consent, 
Informed Consent and Patient Education, last 
revised 6/2016, indicated: The informed consent 
process must take place. It Is the professional 
and legal duty of every affiliate to provide each 
patient with adequate information regarding the 
nature of the proposed services. 

2. Medical record #30 lacked documentation of a 
signed abortion informed consent certification, 

. State Form 55320. 

3. Staff member #04 indicated in interview on 
3/28/2018 at 1000 hours, that the medical record 
#30 lacked documentation of the required form. 
He/she also indicated that since theforms are 
scanned into the EMR, that it may not have 
gotten scanned in. 

T144, 410 IAC 26-8-1 PERSONNEL POLICIES AND 
RECORDS 

410 IAC 26-8-T(c)(1) 

(c) The clinic must do the following: 

(1) Maintain current job descriptions with 
reporting responsibilities for ail personnel and 
annual 

performance evaluations, based on the job 
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Continued From page 3 

description, for each employee and contract and 
agency 
personnel. 

T144 


i 

i 

This RULE is not met as evidenced by: 

Based on document review and interview, the 
facility failed to follow its policy to conduct an 
annual evaluation on 1 of 4 employees files 
i reviewed. 

I 


Findings include: 



! 1. Review of the Employee Handbook, approved 
| February 2015, indicated employees may receive 
| an annual performance evaluation. 



1 

» 2. Review of 4 employee personnel files 
indicated, file P4, Nurse Practitioner, did not have 
any documentation of a current annual 
evaluation. 



3. In Interview on 03-28-2018 at 10:30 am, 
employee #A2, Vice President Patient Services, 
confirmed all the above, including the facility 
policy was as indicated in the Employee 
Handbook, and no other documentation was 
provided prior to exit. 

' 

T 168 

410 TAC 26-8-3 PERSONNEL POLICIES AND 
RECORDS 

T188 


410 IAC 26-8-3(b) 



PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 
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DEFICIENCY) 
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-T168 



PROVIDER'S PLAN OF CORRECTION : (X5> 

(EACH CORRECTIVE ACTION SHOULD BE COMPLETE 

CROSS-REFERENCED TO THE APPROPRIATE DATE 

DEFICIENCY) 


(fa) The clinic shall ensure cardiopulmonary 
“resuscitation (CPR) competence-in accordance 
witfvcurrent standards of practice andclinic policy 
for ail health care workers including contract and 
agency personnel who provide direct patient care. 


This RULE is not met as evidenced by: 

Based on document review and interview, the 
clinic failed to ensure that one (1) staff members 
often (10) staff member's personnel files 
reviewed and 1 of 6 medical staff credential files 
reviewed, had documented cardiopulmonary 
i resuscitation (CPR) competency per facility 
policy. 

Findings include; 

1. :Review of a facility document titled PPiNK 
0417,. CPR Certification Policy, approved 
4/21/2017, indicated the Following; 

Purpose: i 

All staff participating in patient care must be Basic 
life Support (BLS) Cardiopulmonary 
Resuscitation certified by the American Heart 
Association. 

Policy: 

All staff who are not CPR certified.at hire are 
. required to obtain certification prior to beginning 
patient care. 

2. Nursing Personnel #N3’s file, healthcare 
assistant, who was hired 9/5/2017, and dees 
patient care, lacked documentation of CPR 
training. 
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T168 Continued From page 5 

3. Review of jnedical staff credential files 
indicated file MD#6 Medical Director, a direct 
patient care provider, did not have any 
documentation of current CPR competency, per 
facility policy. 

4. In interview on 3/28/2018 at 1050 hours, 
employee #A7, Human Resources Generalist, 
confirmed ail the above and no other 
documentation was provided prior to exit. 

5. In interview on 3/28/2018 at 1200 hours, staff 
member #05, Human Resources, indicated 
agreement with the finding that staff #N3‘s 
personnel file lacked documentation of CPR 
training. 

T 206 410 IAC 26-11-1 INFECTION CONTROL 
PROGRAM 

410 IAC 26-11-1(a){1) 

(a) The clinic must do the following: 

(1) Provide a safe and healthful environment 
that-minimizes infection exposure and risk to the 
following: 

(A) Patients. 

(B) Health care workers. 

(C) Persons who accompany patients. 


This RULE is not met as evidenced by: 

Based on observation, document review and 
interview, the facility failed to provide a safe and 
healthful environment that minimizes infection 
exposure and risk in 1 instance. 

Findings include: 
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1. On 03-27-2018 at 3:25 pm in the presence of 
employee #A2, Vice President of Patient 
Services, employee #A5, Health Center Manager, 
and employee #A6, Health Care Assistant, it was 
observed in an ultrasound room there were test 
strips being used to determine the effectiveness 
of Cidex, a chemical agent being used to disinfect 
probes for ultrasound procedures. 

2. Review of the manufacturer’s 
recommendation on the insert package of 
instructions for Quality Control Procedures of the 

i test strip bottle indicated testing of positive and 
t negative controls must be performed on each 
newly opened bottle of CIDEX OPA Solution. 

3. On the above date and time, employee #A6 
was requested to provide documentation of 
following the above-stated Quality Control 
Procedures. The employee indicated there was 
no such documentation because the Quality 
Control Procedures were not performed, and no 

; other documentation was provided prior to exit. 

T320 410 IAC 26-16-1 PHARMACEUTICAL 
SERVICES 

410 IAC 26-16-1(2) 

The clinic must provide drugs and biologicals in a 
safe and effective manner in accordance with 
j accepted professTonat practice. The clinic must 
have the following: 

(2) Records of stock supplies of all scheduled 
substances, including an accounting for all items 
purchased and dispensed. 
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T-320 Continued From page 7 


j This RULE is not met as evidenced by: 

: Based on document review and interview, the 
i facility failed to follow its policy for accounting of 
• scheduled substances in 67 of 90 instances, and 
’ failed to document the Medical Director Review of 
»the log used for the accounting in 9 of 9 
! instances. 

Findings include: 

1. Review of facility policy titled Health Center 
| Logs, REFERENCE CODE: PS04, approved 

I 11-29-2017 indicated staff must follow the 
| instructions on each log. 

2. Review of 9 facility documents titled 
CONTROL SUBSTANCE LOG, dated 1/31/18 
through 3/4/18, indicated the following: 

| Instructions: Must be completed every procedure 
i day by 2 staff members (2 licensed staff 
members, 1 licensed staff member and the health 
center manager or assistant manager) for all 
control substances. An unlicensed staff member 
may only complete the count if a licensed staff 
member, Health Center Manager, or Assistant 
Manager is not on site. Provider and Health 
Center Manager should review log monthly and 
document review by signing and dating below. 

3. Further review of the 9 facility documents 
titled CONTROL SUBSTANCE LOG indicated: 

90 daily entries - 23 were initialed by 2 licensed- 
staff members and 67 were initialed by only 1 
licensed staff member 
9 log pages were not signed indicating the 
Provider had revie wed. 
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4. In-interview on 03-27-2018 at 2:35-pm, 
employee #A2, Vice President of Patient 
Services, confirmed ail the above and no other 
documentation was provided by exit. 

T 404 410 IAC 26-17-3 PHYS. 

PUVNT,MAINT.,EQUIP.,ENVIR.,SAFETY 

410 IAC 26-17-3(2) 

The condition of the physical plant and the 
overall clinic environment must be developed and 
maintained in such a manner that the safety and 
well-being of patients is assured as follows: 

(2) No condition may be created or maintained 
that may result in a hazard to: 

: (A) patients; 

(B) authorized visitors; or 
! (C) employees. 


This RULE is not met as evidenced by: 

Based on observation, the facility created I 
condition that may have resulted in a hazard to 
patients, authorized visitdrs, or employees. 

Findings include: 

1. On 03-27-2013 at 3:15 pm in the presence of 
employee #A2, Vice President of Patient 
Services, and employee #A5, Health Center 
Manager, it was observed in the hallway next to a 
crash cart, there was 1 small oxygen tank 
unsecured by chain or holder. If the tank was 
knocked over and broke the head off the 
compressed cylinder, it could result in harm to 
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// ABORTION CLINC 

^ DOCUMENT REQUEST - ADMINISTRATION (pg. 1 of 4) 

All documents and records need only be since last licensure survey. If any documents are in a binder or 
folder, please tag the appropriate ones using the numbers next to each requested item. 

Governing Body 

v-0t5l B - Minutes of governing body (if applicable) 

^0020 - Documentation of Clinic Administrator appointed (if needed), by governing body 

- Review, at least every 6 months, reports of management operations by gov body 

- Ownership—copy of articles of incorporation 

/W)30- Approval of appointments to or contracts with medical staff 
| /0O34 - Triennial review of policies and procedures (P&P) 

1-006 - P&P for communication with physicians concerning patient emergency 
1/ 0f538-Process for: 

reporting licensed health professionals relative to not meeting licensure requirements 
^^documenting actions against licensed health professionals who fail to comply 
with clinic P&P 

t/f reporting information required by statute to report to state or law enforcement 
agency 

1^040 - Constitution and bylaws of governing body (if applicable) v pf ro< 11 ' z 17 
i \S)A2 - Designation of medical director and documentation of liaison 
4^044 - Clinic administrator 

' jfc& designation of day-to-day responsibilities and authority (Job description) 

^b. criteria as to educational and experience requirements 
S In writing, written responsibility and authority 

*✓0046 - Attendance of clinic administrator at board meetings and representative 
y medical staff meetings, if applicable 

- Designation of who’s in charge in administrator’s absence and participate in 
x development and implementation of policies 

Is&t&Q' - Documentation physicians contracted or appointed to provide medical services 
lM54 - If more than 1 physician, documentation of: 

medical director coordinator of medical staff 
current medical staff roster 

§56 - Documentationcontract or appointment to medical staff acted upon advice and recommendation of medical 
director 

43)05fr-Examine credentials for physician appointment, reappointment, contract to medical staff 
1^0(560 - Selection based on character, competence, education, training, experience, judgment 
>Jtf062 -Documentation as per ABORTION CLINIC DOCUMENT REQUEST - CREDENTIAL FILE REVIEW 

^Credential File Review 

T0066 - Documentation med staff accountable to gov body for quality of care provided 

^068 - Documentation procedures performed only by physician approved by governing body to perform such 

1 procedures 

4^)070 - Documentation governing body ensures procedures limited to those authorized 
4^0072 - Documentation a licensed medical staff physician responsible for care and 


Facility Name_ 
Surveyor__ 


Dat J'rt'ML 


C 1/ ABORTION CLINC 

DOCUMENT REQUEST - ADMINISTRATION (pg.2of4) 

All documents and records need only be since last licensure survey. If any documents are in a binder or 
folder, please tag the appropriate ones using the numbers next to each requested item. 

/^074 - Documentation contractors for medical services furnish them in such a maimer to 
y permit clinic to comply with all applicable statutes and rules 
JWJS - Quality assurance program includes all services provided by contractors /v . 

^0078 - List of contracts with scope and nature of services ✓ ~ 

/Administration 

7f0080 - Dualized person to be administrator 

( jftOSj/lmplementaUon of internal and external disaster emergency preparedness plans 
KTJ/ and documentation of outcomes 

J«086 - Documentation of: ,, ^ 

f W medical staff policies 
y -^jbTprocedures for emergencies, initial treatment, transfer 
jfORS - P&P for immediate lifesaving measures, including timely assessment, basic life support, appropriate transfer 
- Policies that cover health care worker practice problems, including impairment, criminal history, disciplinary 

v ^092 - Policy to address internal review of unusual occurrence and disasters, including patient injuries or marked 
f deterioration of patient condition occurring under unanticipated or unexpected circumstances, unexplained 

loss of or theft of a controlled substance, and deaths occurring within the clinic 

Quality Assessment fQA^ and Improvement 

#j 0(594, 0096,0098,0100, 0102,0103,0104,00105 - See ABORTION CLINIC - DOCUMENT REQUEST QA/PI 
* ’monitors 

Medical Records 
/fi08-P&Pto: 

i /au assure documentation of care and services provided 

y system to assure records Teadily available and systematically organized to facilitate compilation-and 
y retrieval of information 

0 - Policies for safeguarding records from fire, water, other sources of damage 
ytfll2 - Maintenance of records for appropriate time frame 

j^ff16 - If unit record system not used, policy describing system to retrieve all divergently located record components 
tJdilO —Medical records retained in original or legally reproduced form 
JXp2 - P&P for use of plain paper fax 

1/0124 - Documentation of system of coding and indexing to retrieve records 
^0126-P&P for: 

Jfk. release of information 

/j#Tensuring unauthorized individuals cannot gain access to medical records 
L|#28 - register of all patients treated to include, identific^kriidata, treatment^etidered, attending physician, 

\ j condition on discharge, transfer/itfliospital 
v/0132 - P&P of who is authorized to make entries into medical record 








Facility Name 
Surveyo r 



Date 


(/ ABORTION CLINC 

DOCUMENT REQUEST - ADMINISTRATION (pg. 3 of 4) 

AU documents and records need only be since last licensure survey. If any documents are in a binder or 
folder, please tag tbe appropriate ones using the numbers next to each requested item. 

Medical Staff 

foil! - Medical director examines credentials for medical staff members for appointment 
%)174 - Medical director makes recommendations to governing board for appointment 
&bl76 - Medical director must develop & maintain P&P for medical -sta- Scamc€^ 

Laboratory / 

H) - CLIA certificate or waiver 

-$316 - P&P for quality control and quality assurance for complexity of tests performed at facility 
Pharmacy 

v&>\% - Designated professional person with prescriptive authority or pharmacist 

/responsible for control of drugstocks . 


of drugstocks 
lqplfcsof all sdK 

landlefstofcedabi 


l/324 - P&P for reporting of adverse reactions and medication errors to physician responsible for patient and 
s' appropriate committee 
6 - P&P for drugs: 

r jL accurately and clearly labeled, stored in specially designated, well-illuminated cabinets, closets or 
storerooms 

VsC in cabinets accessible only to authorized personnel 

in cabinets for controlled Schedule II drugs and other drugs subject to abuse permanently affixed 
compartments that are separately locked . 

^ tdTif in carts with controlled substances, securely affixed S'* 

- P&P for instructions to patient on use of take home meds being the responsibility of prescribing physician 
Documentation of formulary 
J&332 - List of available emergency drugs 

Maintenance of Physical Plant 

^0406,0408,0410,0414,0416,0418- See ABORTION CLINIC DOCUMENT REQUEST - PHYSICAL PLANT 
WORKSHEET EQUIPMENT 

K02O - Documentation of defibrillator discharge log in accordance with manufacturer’s recommendation, with 
initialed entries 

t.ii m A'.<W 3*7 
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Date 
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ABORTION CLINC 
DOCUMENT REQUEST -ADMINISTRATION (pg. 4 of 4) 

Environment 

/6430 - Documentation of safety management program including periodic equipment inspections, insect, rodent or 
other vermin control, instructions for operating & maintaining thebuilding or building portion & equipment, 
chemical substance use & storage, surgical waste & similar material disposal, general housekeeping 
x precautions 

J432 - Documentation of ongoing clinic-wide process to evaluate fccollect information about hazards and safety 
practices 

HM34 - Documentation of safety program including patient, health care worker and public and visitor safety 
-^$436 Written fire control plan with provisions for prompt reporting of fires, extinguishing of fires, protection of 
patients, personnel & guests, evacuation, cooperation of firefighting authorities, fire drill documentation 
^0438 - Documentation of regular inspection and approval by state or local fire control agencies **4** 

^0440 - Documentation of emergency & disaster preparedness coordinated with appropriate community, state and 
federal agencies 


vd432 
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Facility Name 
Surveyor 



Pat e ^ 


ABORTION CLINIC DOCUMENT REQUEST 
QA/PI MONITORS 

QAReports, 


Biohazardous Wast e&WW* 


Monitor 

\ 

p 


Biomedical P MfrtW A 


Housekeepin gfritftM 
La b ctmfyxA _ 


XT 


Laundry/Linen_ 


Medical Records 
Mamtenanc e^Ha^ 
Nursing 
Pharmacy 


XT 


jA 


Securit y CtfttideA 

Discharge s 

Transfers 


Infection Control_ 

Response to 
Patient Emergencies_ 
Medical & 
Medication Errors 
Reportable Events_ 


A 


A 


A 


✓1 


Z. 


Standard 
YrN, 
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A 




71 
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Z. 
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ZL 
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jK 
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C(tf/.0ce. 

Dates Governing Board Reviewed Every 6 Months -l4> 7 
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Facility Name 
Surveyor 


/ dba/ 

_ Date 



ABORTION CLINC 
ADMINISTRATIVE TOUR- 


Pagel ofl 


Posting of license - **$4 6 ’W»1 


✓^p antry/nourishment area 


SJh 
/Janitor closet 
✓ jE 3c$usekeeping 
^P reventative Maintenance 

6*4eU 


Overall maintenance 

lequate battery powered lighting and equipment 
lical record storage 
s undry Services 

^Safety difr/ / 

^Lab aren as applicable f i^6yW/»^/W 
Chemical use and storage <5-- ' l 


Chemical use and storage 
Refuse/Infections waste 














CPR Certification Policy 

April 21, 2017 



All staff providing direct patient care must be Basic life Support 
Resuscitation (CPfl) certified by the American Heart Association. 



.Staff must initially be BLS or Advanced Cardiac Life Support (ACLS) (if applicable) certified by 
the American Heart-Association (AHA). AH staff who are not certified at hire are required to 
obtain certification prior to beginning patient care. Staff must obtain AHA BLS or ACLS (if 
applicable) recertification prior to his/her CPR expiration date. 


Center managers are responsible for the coordination of CPR training for his/her new 
employee during the new employee's scheduled work hours before the new employee may 
provide patient care. Certification outside of scheduled work hours requires pre-approval by 
the Regional Director and is determined on a case-by-case basis. Certification must be 
completed In the geographic region of the health center orthe employee's'home to prevent 
additional travel costs. PPINK will not reimburse for mileage or drive time to CPR training 
unless pre-approved by the Regional Director. 

AHA BLS and ACLS courses may be found online; the AHA keeps a current list of instructors and 
courses at https://eoo.Rl/6dpRQ . The center manager may coordinate the payment of the 
employee's certification using PPINK's company card in advance, or the employee may pay for 
the certification and be reimbursed. The employee must submit this cost on an expense report 
and Include a receipt. If applicable, center staff are required to attend PPINK-scheduled group 
CPR training unless otherwise approved by the Regional Director. 

Once completed, the employee must submit verification of CPR certification in the form of a 
copy of the CPR card's front and back to his/her Center Manager. The Center Manager is 
responsible for sending a copy of the employee's card to the Human Resources Department 
and his/her Regional Director for tracking and filing. Failure to complete this certification 
within 30 days of hire (if not already certified) may result In suspension without pay or 
termination. Failure to obtain CPR recertification prior to the employee's CPR expiration date 
will result In immediate suspension without pay and may result in termination. The Regional 
Director must track the employee's certification expiration date on the Personnel File Tracking 
Spreadsheet. 


Existing staff who begin applicable skills or are transferred to sites requiring CPR certification 
mustfollow the same process and must obtain certification priorto transfer or confirmation of 
additional skill/training (e.g. injection, venipuncture). 


















Workers* Compensation Medical Providers List 

Prepared for: 

Planned Parenthood of Indiana-and Kentucky 
8590 Georgetown Road 
Indianapolis, IN 46268 

EMPLOYEE NOTICE 


ALL ACCIDENTS MUST BE REPORTED TO YOUR SUPERVISOR IMMEDIATELY! 

FOR WORK RELATED INJURIES. MEDICAL SERVICES MAY BE OBTAINED FROM ONE OF THE 
MEDICAL FACILITIES LISTED BELOW: 


If you require emergency medical treatment, go to the nearest hospital emergency room or urgent care facility. 


Medical Providers 


Concentra Medical Center 

Occvpational/huiiistrial 

Medicine 

Urgent Care Center/Walk-In 
5604 W 74th Street 
Indianapolis. IN 46278 
317-290-1551 


US Health Works Medical Group of 
Indiana PC 

Occitpational/lndustrfal Medicine 
4850 Century Plaza Rd Sic 100 
Indianapolis. IN 46254 
317-297-1175 


Medcheck Carmel 

Occiifml ional/Jndustrial 
Medicine 

Urgent Care Center/Walk-In 
11911 N Meridian Si Suite 
150 

Carmel. IN 46032 
317-621-6700 


Marshall. Kenneth D., MD 
Nova Medical Center 
Nova Medical Centers 
Occitpatianal/lndustrial 
Medicine 

500 N Capitol Avc 
Indianapolis. IN 46204 
317-983-5400 


Pharmacies 

AIG Claims, Inc. preferred Pharmacy PPO isTMESYS (Tim-a-sis). Please ask your Pharmacist to submit your prescription 
online. 


Chris'Pharmacy CVS Pharmacy Fagcn Pharmacy Food City Pharmacy K-Miirt Pharmacy 

Kroger Pharmacy Meijer Pharmacy Rile Aid Plrarmncy -Simp N Save Pharmacy Walgreen 1 >rng Store 

If you come across any inaccuracies in the provider listing, please report -them to us by contacting r ■ » - 
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Health Gamer Manager Signature: _ ' _ Qatei VjS / ( { IS 

Me$tai Director Reyfew: . _ . . _ Date:- . / 
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CPR Certification Policy 


1121, 20X7 


All staff providing direct patient care mast be Basic Life Support (BlSjCardiopulmonary 
Resuscitation'(CPR) certified by the American Heart Association. 



Staff must initially be BLi> or-Advanced Cardiac life Support (ACIS) (if a pphcableh certified by 
the American Heart-Association (AHA), All staff who are not certified at hire are required to 
obtain certification prior to beginning patient care. Staff must obtain AH A BLS or ACLS (if 
applicable) recertification prior to his/her CPR expiration date. 

Center managers are respohsible for the coordination of CPR training for his/her. new 
employee during the new employee's scheduled work hours before the new employee may 
provide patient care. Certification outside of scheduled work hours requires pre-approval by 
the .Regional Director and is deterihiqed cm a case-by-case basis. Ceft.ificatio'mnust be 
completed in the geographic region of the health center or the employee's home to prevent 
additional travel costs. PP1NK will not reimburse for mileage or drive time to CPfttraining 
unless pre-apprpved by the Regional Director, 

AHA BL$ and ACLS courses may be found online; the AHA keeps a current list of Instructors and 
morses at https://goo.gl/6doRCl . The center manager may coordinate the payment of the 
employee's certification using PPINK's company Card in advance, or the employee may pay for 
thecertification and be reimbursed, the employee iniist submit this, cost ori an expense report 
and include a receipt If applicable, center staff are required to attend PPINK-scheduled group 
CPR training unless otherwise approved by the Regional Director, 

Once completed, the employee must submit verification of CPR certification in the form of a 
copy of the CPR card's front arid back to his/her Center Manager. The Center Manager ts 
responsible for sending a copy.of the employees card to the Human Resources Department 
and his/her Regional Director for tracking and filing: Failure to complete this certification 
within 30 days of hire (if not already certified) may result in suspension without pay or 
termination. Failure to obtain CPR recertification prior to.the employee's CPR expiration date 
will result ih immedlate^uspensiori without pay and may result in temrinati&n.Tbe Regional 
Director must track the employee's .certification expiration date on the Personnel File Tracking 
Spreadsheet. 


Existing staff who begin applicable skills or are transferred to sites requiring CPR certification 
must follow the.same process and must Obtain'certification prior to transfer or Confirmation of 
additional skill/tralningfe.g. injection, venipuncture);.. 
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DEPARTMENT OF HEALTH AND HUMAN SERVICE5 
CENTERS FOR MEDICARE & MEDICAID SERVICES 



Facility Name: J 
^ p rovider Numbe r: D II 

Observation Dates: From^ 


TA6/C0NCERNS 


>Q*FA1 


a40/ 


Surveyor Name: Jack I. Cohen _ 

Surveyor Number: 17294 _Discipline 


DOCUMENTATION 












u-t-i miM iviu'ji ui • n cal. i n /uvu nuiWAiv SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 


SURVEYOR NOTES WORKSHEET 


Facility 

Provider Number: 0//A 


Dbservation 


ion Dates: From-? /^lfjf l <F i 0 "3 ZrZsP//a 


Surveyor Humber t— D 


rAG/CONCERNS 




DOCUMENTATION 



•it C-MK-WI7 *74151 
















DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 


Facility Name: 

Provider Number: 
Observation Bates: From 



TES WORKSHEET 
Surveyor Name ^X 
Surveyor Number:^ 
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Indiana State Department of Health 
Personnel/physician identifier Table 


Name of abortion clinie 


Date of Survey 




Staff/Physician Name 


Number assigned by surveyor 




09/02/2014 







' 3 /yy-yy/yr' 


ABORTION CLINIC MEDICAL RECORD REVIEW 





mmmm 


Fafientidentification to include: 


Name 


fiSEIEB 

W1 fl?l 


Address 


Procedures for surgical abortion must include preprocedure testing that 
includes: 


On-site proof of pregnancy as evidenced by a pregnancy -——- 

test, a copy of a pregnancy test or an ultrasound 


Verification and documentation of gestational age 


Hematocrit or hemoglobin 


Rh. 


Completion of the abortion documented by ultrasonography 
or other clinical means 


Provision of follow-up examination and services 


Pieanestbesia-evaluafion wi t h in forty-eight (48) hours before a surgical 
abortion 


History and physical examination report to include: 


Vital si 


Allergies 


Any significant risk factors 


The date written 


Appropriate medical hi 


.Results of a physical examination 


Results of any diagnostic studies 


Results of airy laboratory studies 


Any allergies and abnormal drug reactions 


Entries related to anesthesia adminisfiation , 


Evidence of appropriate informed consent for procedures and treatments as 
returned by IC 16-34-24.1. State form 55320 (6-13) and 55321 (6-13) 


A report describing techniques, findings, and tissue removed or altered. 


Authentication of entries by the physician or physicians and health care 
woikers who tteatedoT Wed for the patieST. 


ositionofthepati 


Discharge entry to include instructions to the patient or patient’s legal 
rcsentative. 
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i wm*\ 
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l iflfisgaL _ 


information to include: 


ptoms of possible complications 


Activities allowed and to be avoided 


Hygienic and other postdischarge procedures to be 
followed 


Clinic emergency phone numbers available on a twenty- 
four (24) hours basis 


Follow-up appointment, if indicated 


tcmmmwmMKMwrjmwMmzMMjmwzmmrMl 


I BIII^SiiS2I!Pl5it31352iE7S!j!l 


Administration ofRh immune globulin, if indicated - 
unless patient signs a waiver or other arrangements for 
administration are documented 


Conscious sedation 


monitoring for verbal responses 


Monitoring for respiratory, cardiovascular and 
neurological effects of the .drugs being used. 


pQStanesfhetic evaluation for proper anesthesia recovery before disch 


Form 56108 - Certification of Provision of Perinatal Hospice Information ^ 
(Time of Abortion Consent Decision) / 


Form 56113 - Certification of provision of Perinatal Hospice Information 


Form56114—Disposition of Aborted Feins 


Form 56115 — Available Counseling after an Abortion 


wtzm 
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ABORTION CLINIC MEDICAL RECORD REVIEW 


PT/£ PT 17 
ID// ID# 


Patient identification to include: 


Name 


Address 


Procedures for surgical abortion must include preprocednre testing-tint 
includes? _ 


On-site proof of pregnancy as evidenced by a pregnancy 

test, a copy of a pregnancy test or an ultrasound_ 


Verification and documentation of gestational age 


Hematocrit or hemoglobin 


Kb 


Completion of Hie abortion documented by ultrasonography 
or other clinical means 


Provision of follow-up examination and services 


-'•Preanesthesia evaluation within forty -eight (48) hours before-a surgical 
abortion 


History and physical examination report to mclnde:_ 


Vital signs 


Allergies 


cant risk factors 


Tho date written 


roDiiate medical histo 


Results of a physical examination 


Results of any diagnostic studies _ 


Results of any laboratory studies 


_ allergies and abnormal dr u g reactions _ 

Entries related to anesthesia ad min istration 
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A report describing techniques, findings, and tissue removed or altered. 


Authentication of entries by the physician or physicians and health care 
workers-who treated or cared-for-thc patient;.. 


Condition on discharge, disposition of the patient, and time of discharge. 


r^i^Kaiaisi 
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Copy of any report filed with a state agency or law enforcement agen cy 
pursuant-to a statutory reporting requirement. I3-&C \ "J dj} 


information to include: 


toms of possible complications 


Activities allowed and to be avoided _ 


Hygienic and other postdischargo procedures to be 

followed ___ 


Clinic emergency phone numbers available on a twenty- 
four (24) hours-basis 


Follow-up appointment, if indicated 


Counseling tegar- 


Administration of Rh immune globulin, if indicated - /p. 

unless patient signaa waiver or other arrangements for J 

administration arc documented- _ 


Conscious sedation 


Frequent monitoring for verbal 


Monitoring for respiratory, cardiovascular and 

neurological effects of the drags being used. _ 


Postanestfaetio evaluation for oroper anesthesia recovery before disch 


_ 
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Form 56114-Disposition of Aborted Fetus 


Form 56115 - Available Counseling after an Abortion 
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ABORTION CLINIC MEDICAL RECORD REVIEW 



PT^/ 

ID# 

ID# 

PT50 

ID# 

PX2? 

ID# 

PX£T 

ID# 

•PT^ 

ID# 

YYZ? 

ID# 

-P-XsuP 

ID#' 

mp 

ID# 

PX3t 

ID# 

Patient identification to include; 

K. . 

**• 


mj- 


^4t 

M-y/ 



flfaj 



Bonn 56115-Available Counsding after an Abortion, 


09/09/2016 











Indiana State Department of Health 
Patient/Record Identifier Table 
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ABORTION CLINIC NURSING TOUR 


FACILITY 
MED DIR 


m^Sger. _ ^TCUR: DATE MM mfe/^ - ^ 

7 “ 

Tec h lj- Ratio : f^-U'V 


STAFFING: RN. LPN 

rffic pattern 

j ^Dxessigg areas/staf&'patients 


j ^TJre ssi 
U^A dequ 


Adequate supphes/storage 


^ dean utility 


NUMBER OF PROCEDURE ROOM S 
PROC33DURE/ANESTHESIA/RECOVERY AREAS: 


0CBDURE4 
R^?crubar< 

'-''''’’Dress code adherence g?& ( 


L/L -E mergency call system 
[s ~OxygenAamidjEephettles — 
/^R esuscitation equipment 
/RU>efibrillafors (if IV Sedation is used) 
f]/t 4 -Cardiac Monitors (if IV Sedation is used) 
qRpulsc Oximeters (if IV Sedation is used) 


_J/^Soi3ed utility 
inen-Storage 

/^H andwashing sihks/toilets 
p reventive maintenance 


l! 


l^^Sucfl 


used) 


Suction, Equipment (if IV Sedation is 


/M other supplies/equipment specified by 
medicaLstaif (if IV Sedation is used) 
L-^\pAeqpipment ' 

adsthesia agents used 
s disposal 

education and narcotic storage/drug 
'stock supplies 



OT« 

Jy_ Cleun/dirty instrumerd/sterilization areas 
/ ^S terilizers 

_Chemical/biological indicators 


Waste disposal; All types 


r 

COMS^TS/MTERVIEWS : U < ^jUZfL 

-2 — cm, « J / 


<5f-r\ LUpf ft 

AW Jtl^r st^ 

w ^ x — • ^/-S' 
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Indiana State Department of Health 

STAFFING DATES 



£=ZZ 


Survey Dates: 


to 



ONE WEEK STAFFING PATTERN WORKSHEET 
FOR EACH CLINIC AREA 


List FTE for all Street care musing staff actually on duty for the dates shown. 


| Shift 
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NURSING COMPLIMENT BATA 


I 

NURSING STAFF ASSIGNED TO DIRECT PATIENT CARE 
(TIES) 


H 

NURSING STAFF ASSIGNED TO INDIRECT PATIENT CARE 

(FEES) 





OTHER (SPECIFY) 

isijns*® 

Ea 

LFN 






a 




a 




TOTAL 
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NURSING 
ADMIN. V 
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NSG. SOP. 
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RN 

OTHER 
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EVENING 









TOTAL 










HI 

VACANCIES AND LEAVE OF ABSENCES 
(FIES) 


IV 

TOTAL COMPLEMENT 
(FTES) 



VACANCIES (FIES) 

LOA’S (FTES) 

SHIFT 

RN 

LPN 

OTHER 

RN 

LPN 

OTHER 

DAY 

IS 






TOTAL . 

n 



- 





OTHER 


SHIFT 

RN 

LPN , 






DAY 

B9 







EVENING- 

"" 


- 




— 






_i 





1) Above is to be calculated in full-time equivalents (FEEs). Part IV totals is 
Obtained-bv-adcbn v mrts T. TT and III - 



Nnrse Surveyor 


Date 


09/02/2014 








































































Abortion Clinic* 


Indiana State Department of Health 
Personnel Document Review 

Date: 3222 . 



»r Hire Lie/ 
c Date cert 


In- CPR Last Compe 
srvice eval tency 


+ . XV 
2t'\ 

Imimm 


mmu mamgatam 

mmmrniammmKM 

ts^KEBanomscsiiaiiMMiie? 




09/02/2014 































Abortion Clinic 
Nursing-Do cument Request- 


Patient Bgt/regfoter for ty////? 

r »n r»_ IlI/Li jL' i ’ xtjL _. c... 



Incident Reports //*? 

. .PersAiel policie s including; 

licy for control of communicable diseases includes specific to TB 
Irientation and training of new employees, contract and agency personnel 
'CPR policy 
' □Annual in-service requirements 

Kfl Annual competency for nursing and other personnel performing lab tests 

Patient care/nursing policie s, and procedures including; 

—□ Composition of and meeting minutes for the patient care personnel committee 
tollable method of ID 

druction for follow up care and transportation—to include counseling, RH type and 
administration of Rhogam 

MReporting of post procedure complications and follow up 
[5K Cleaning and sterilization of reusable equipment 



Infection control program and policies including ^ ^ jy 

- -^3cfmpositixMa--and: m^targ-norautes ctjmrodte-.— 

©Trovision for active-and effective Infection Control Program 



cleaning and maintaining sterilizers 

□ Instructions for cleaning packaging, storing, labeling and dispensing of sterile supplies 

□ Records of sterilization cycle and results of biological indicators infesting sterilization 

□ Cleaning of environmental surfaces contaminated by blood or infectious material 

Anesthesia policies including: 

IJFSafety rules to be followed 

□ Safety training required of personnel Cy^/? 

□ Preanesthesia, intraoperative and post anesthesia policies and requirements 


Phaguacy services policies includ ing^ 

Records of stock supplies and accounting of all items 
jticies for drug handling, storing, labeling, dispensing and administration 
teporting of adverse reaction and medical errors 
forage and security 
tanulary 

istof available emergency drugs 



09/02/2014 









PLANNED PARENTHOOD OF INDIANA AND KENTUCKY 
_ SURGICAL CENTER EMERGENCY DRUG BOX _ 

Health Center 1 - ---—— ----— 

Instructions; This log is to be completed by licensed personnel monthly by adding a checkmark to each box In the column for 
that specific month as complete and by signing and dating the review below. Health Center-Manager to review log monthly. 
Health Center Manager should be notified if the Emergency.Drug Box needs to-be replenished of supplies as they expire or as 
they are-used. 



Jan 

Feb 

March 

April 

May 

' June 

July 

Aug 

Sept 

Oct 

Nov 

V Dec 

Oxygen tank w/gauge 
(>-% full) ' 













~NasaI cannula 
w/tubing (2} 


- 

1/ 








' 


Non-rebreather face 
mask (2) 



1/ 



4 







One-way valve mask 
(1) 



— V— 

v 










Adult bag valve mask 
w/ reservoir (1} 



i/ 










Airway set (1) 



)/ 

/ 









Taperone roll 



is — 

1/ 










Scissors 



V 










Exam gloves {latex 
free) 

{10 pairs) 



V 










Alcohol pads {10) 



V 







- 



3 ml syringes w/ 21 
gauge needlei.5) 



✓ 






- 




TB syringes w/needle 
(5) 






• • 







4X4 sterile gauze 

W 



V 










Ammonia capsules {6) 
Also In surglcal.rooms. 



V 




- 

• 





IV set and tubing {5) 



V 










Filter Need!es-(4) 



k 
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PLANNED PARENTHOOD OF INDIANA AND KENTUCKY 
_ SURGICAL CENTER-EMERGENCY DRUG BOX ____ 

Health Center 1 . . - fe ar --1--— 

instructions: This log Is to be completed by licensed personnel monthly by adding a checkmark to each box in the column for 
that specific month as complete and by signing and dating the review below.-Health Center Manager to review log monthly. 
Health Center Manager should be notified if the Emergency Drug Box needs to be replenished of supplies as they expire or as 
they are used. 


Tourniquet 



U 










Anglocaths (18,20,22 
gaug8) (5 ofeach) 



i/ 


- 








Suture Kit (lj 



i/ 










IV fluid bags-11 (NS 
or LR) (2 of each) 

Expires: 


(. 

4$) 










Diphenhydramine 

25mg caps/tabs (6) 
Expires: 

Lot#: 


-x; 











Diphenhydramine HCL 
50 mg/m! (4) 

Expires: 

Lot#: 



\y 










Epinephrine 1:1000 
(Img/ml) (4) 

Expires; 

Lot#: 



1/ 










Epi-pen 0.3mg~{2) 
Expires: 

Lot#: 













Atropine sulfate 0.4 
mg (2) 

Expires: 

Lot#: 



X 










Misoprostol 200 meg 
(1 btl) 

Expires: 

Lot#: 



1/ 










Metbylergonovine 0.2 
' mg/ml (10) 

Expires: 

Lot#; 



V 










Oxytocin 10 units/ml 
-(6) 

Expires: 

Lot#: 



X 

■ 









Albuterol Inhaler 
(MDI) (2) 

Expires: 

Lot#.' 



-tr - 

1/ 
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PLANNED PARENTHOOD OF INDIANA AND KENTUCKY 
SURGICAL CENTER EMERGENCY DRUG BOX 


[• Health Center ___]_ Yea . r - 

Instructions: This log is to be completed by licensed personnel monthly by adding a checkmark to each box in the column for 
that specific month as complete and by signing and dating the review below. Health Center Manager to review log monthly. 
Health Center Manager should be notified if the Emergency Drug Box needs to be replenished of supplles as they expire or as 
they are used. 















Prtress[n{vaopressin) 
ZO-unlts/mS- (5) 

Expires: 

lot#: 




[/• 


- 








Moderate sedation 
only Narcan 
(naloxone) 0.4mg/m! 

{2) Expires: 

Lot: 




/ 










Mild and Moderate 
sedation ontv 
Romazlcon 

(ffumazenil) 0.1 mg/ml 
(1) 

Expires: 

Lot#: 



V 

s 





' 




Juice 

Expires: 

- 













♦If an expiration date exists documents on this form 


Staff Printed Name 

Staff Signature 

Initials 

Date 























- 











_ 
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PLANNED PARENTHOOD OF INDIANA AND KENTUCKY 
_ SURGICAL CENTER EMERGENCY DRUG BOX _ 

1 Health Center 1 -X®£L...— - 

Instructions: This log is to be-compieted by licensed personnel monthly by adding a checkmark to each box in the column for 
that specific month as complete and by signing and dating the review below. Health Center Manager to review log monthly. 
Health Center Manager should be notified If the Emergency Drug Box needs to be replenished of supplies as they expire or as 
they-are used. 
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CPR Certification Policy 


Purpose 


Ail staff providing direct patient care must be Basic Life Support (BLS) Cardiopulmonary 
Resuscitation (CPR) certified by the American Heart Association. 



-.e.’ : - 


Staff must initially be.BLS or Advanced Cardiac Life Support (ACLS) (if applicable) certified by 
the American Heart-Association (AHA). All staff who are not certified at hire are required to 
obtain certification prior to beginning patient care. Staff must obtain AHA BLS or ACLS {if 
applicable) recertification prior to-his/her CPR expiration date. 


Center managers are responsible for the coordination of CPR training for his/her new 
employee during the new employee's scheduled work hours before the new employee may 
provide patient care. Certification outside of scheduled work hours requires pre-approval by 
the Regional Director and is determined on a case-by-case basis. Certification must be 
completedin the geographic region of the health center or the employee's home to prevent 
additional travel costs. PPINK will not reimburse for mileage or drive time to CPR training 
unless pre-approved by the Regional Director. 

AHA BLS and ACLS courses may be found online; the AHA keeps a current list of instructors and 
courses at https://goo.gl/6d pRCl . The center manager may coordinate the payment of the 
employee's certification using PPiNK's company card in advance, or the employee may pay for 
the certification and be reimbursed. The employee must submit this cost on an expense report 
and include a receipt. If applicable, center staff are required to attend PP-INK-scheduled group 
CPR training unless otherwise approved by the Regional Director. 

Once completed, the employee must submit verification of CPR certification in the form of a 
copy of the CPR card's front and back to his/her Center Manager. The Center Manager Is 
responsible for sending Ercopy of the employee's card to the Human Resources Department 
and his/Lrer RegionaLDirector for tracking and filing. Failure to complete this certification 
within 30 days of hire (if not already certified) may result in suspension without pay or 
termination. Failure to obtain CPR recertification prior to the employee's CPR expiration date 
will result in immediate suspension without pay-and may result in termination. The Regional 
Director must track the employee's certification expiration date on the Personnel File Tracking 
Spreadsheet. 


Existing staff who begin applicable skills or are transferred to sites-requiring CPR certification 
must follow the sameprocess and must obtain certification prior to transfer or confirmation of 
additional sktll/trainin&(e.g. injection, venipuncture). 
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Planned 

Parenthood* 

Care. No matter what 


Planned Parenthood of Indiana and Kentucky 


200 South Meridian Street Suite 400, Indianapolis, IN 46225 
Mailing Address: P.0. Box 397, Indianapolis. IN 46206-0397 
p: 317.637.4343 - f: 317.637:4344 
www.ppink.org 


May 16,2018 


To Whom It May Concern: 

Please see the enclosed Plan of Correction as a response to the Statement of Deficiencies report 
received March 28,2018 for Planned-Parenthoodof Indiana and Kentucky's Georgetown Facility 
(#160111181). 

Our contact for questions on these documents is 


! 


Kind Regards, 




































wrtnvr'M'itf «« w»nifc Wfxne KW <«»•. «*« u •■•* 
' datespetedintbefipaes ptwf&d-gnlfrt ttW- 


^container In which It is being Held. 



t. Preparatlorrol ControlSolufilBIS 

To proporc positive and negative sofrtraUntutlotit for 
testing, tost verity that the tcbelcd expiration dote lot 
Ihfc soMioo Is. appropriate. This fotytica mcy be sited 
bs s-.posiiiUeiAftiroL To-prepare » negative control, 
dilute she part of fyti strangth.sotulion with one port of 
■ water,'U&riewtiiaonUolsolution appropriately. 

2. Testing Procedure . . 

Fettowshg th* OfrecliDWteh Use, submerge three test 
Strips fn each#! ttrd above freshly prepared solutions 
fir-one second each.' Remove. The three strips dipped 
to the fofli strength posUiv? ennui# solution shouts 
exhibit s twnpUtle purple color on the indicating pad 
at so seconds, Tfta three strips dipped to the diluted 
negatr/s control shov'd either remain completely blue 
or exhibit on incomplete cotof change to purple when 
read si 90. seconds. Roler toi.heenter chert on the test 
_ sm> bottle lorTn»erpr*t?llnp of resutts. 

‘TWesitog Frequency # 
v/ Itis te rommend fid that The testing of positive and 
v negative controls ^performed oncochnewlycptmed 
lest strip bottle of ClDEX OPA Solution Test Strips. 

After this initial idttfng, U Jifotortimondad th»t tasting • 
of freshly prepared positive Anil ficfMmt controls be 
■ • pedormedet)»K9wba5t|:65eci»htlshtil by your 

OWfi quality.cpnirolprosedurcs arid.program, this 

testing prpgrwh’ wll serve to mtotmfci? errors between 
different users, use *A outdated materials or product 
Shot has been irnprupertystored c' handled. 

< UnsaUsractory QCTesl; Performance 

ll the ceswiii cWpinqd'liwi using the posd've and _ 
negative controls Indicate Uto test Ship « neUuncltanjng 
property. dts?anJihe remaining strips, DoTtoi.Uw 
Strips, For technicol product jnfnrmtdflJA, contact 
Advanced StBi'flizatidn Profleetsoi 1-888-782*7723. 










Planned Parenthood of Indiana and Kentucky, Georgetown Facility #160111181 
IDR for ISDH Abortion licensing Review conducted March 29,2018 
Survey results received March 15,2018 















PLANNED PARENTHOOD OF INDIANA AND KENTUCKY 

964 MEZZANINE DRIVE 
LAFAYETTE, INDIANA 
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FORM APPROVED 


STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 


NAME OF PROVIDER OR SUPPLIER 


(XD PROV1DER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER: 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING: 

(X3) DATE SURVEY 
COMPLETED 

013766 

B. WING . 

03/07/2018 


PLANNED PARENTHOOD OF INDIANA AND KENTUCf 


STREET ADDRESS, CITY, STATE, ZIP CODE 
964 MEZZANINE DR 
LAFAYETTE, IN 47906 



SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION) 

ID 

PREFIX 

TAG 

initial comments 

T 000 

This visit was for a State licensure survey. 


Facility Number: 013765 


Dates of Survey: 3/5/2018 to 3/7/2018 


QA: 3/15/2018 


410 IAC 26-8-1 PERSONNEL POLICIES AND 
RECORDS 

T 144 

410 IAC 26-8-1 (c)(1) 


(c) The clinic must do the following: 

(1) Maintain current job descriptions with 
reporting responsibilities for all personnel and 
annual 

performance evaluations, based on the job 
description, for each employee and contract and 
agency 
personnel. 


This RULE Is not met as evidenced by: 

Based on document review and interview the 
facility failed to provide an annual evaluation of 2 
out of 3 eligible employees. 


1. Review of the 2015 Planned Parenthood 

Employee Handbook indicated on page 10 under 
Performance Evaluations that employees may 
receive an annual performance evaluation by 
their immediate supervisor and may be asked to 
complete a self-evaluation. Evaluations are kept 



PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 
CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 


<X5) 

COMPLETE 

DATE 



Indiana Slate Department of Health 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE 


STATE FORM 


If continuation sheet 1 of 2 
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Indiana State Department of Health ___ 

STATEMENT OF DEFICIENCIES (XI) PROVIDER/S UP PLIER/Cll A 

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 


NAME OF PROVIDER OR SUPPLIER 

PLANNED PARENTHOOD OF INDIANA AND KENTUCtt 













“ t - r/ ' lv > ,v “-- w ' vr HfcALI 11 AN!) HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES 

SURVEYOR NOTES WORKSHEET 


Facility Name 

Provider Number 
Observation Dates: 


Planned Parenthood Of IN & KY- Sur 

Lafayette _ 

- Surveyor Number 14445 

From 3/5/2018 To 3/7/2018 


Surveyor Name Grace RUSSCII, RN 


Discipline PHNS 







HEPARTMENT OP HEALTH ANT) HUMAN SERVICES CENTERS H$?«EDICARE & MHDICAJO SERVICES 

SUR VEYOn NOTES WORKSHEET 

Facility Name Planned Parenthood Of IN & KY- Surveyor Name 6^00 RN 


Lafayette 




Provider Number 

Observation Dates: prom 3/3/2018 
Facalfty# 013*76^ 


Surveyor Number 14445 


Discipline PHNS 


To 3/7/2018 



jpiSKu 








DIsPARTMBMTdF itliALTtl ANDTRJMAN-SERVlCES C©j^^0R.ME6lCAKE & M^JCAJD SERVICES 

SURVEYOR NOTES WORKSHEET 

Facility Name Planned Parenthood Of IN &K.Y- surveyor Name Grace RusscH, RN 

La&yaita. _ _._._ 

Provider Number —— --— Surveyor Number 14445 Discipline PI1NS. 

Observation D,afes: FCdm 3/S/2Q1 8 _ To 3/7/2018 

Facility V 013745 State licensure survey 






















"’ “ * n ** 1 WR MEDICARE & M»l)SERVICES 


facility Name Planned Parendiood Qf IN <& KY- Bur 

Lafayette 

Priwftfer Number , iAAi 

Otmawom Bate*: From . 3/5/20 IS_ To 1 7mm 

'PsB&ityUQMM S " —-- 

__..' ' fPKf) . ~~a.OCUMENTAT10lf 


■WU/J Mrf 


Surveyor N ara e Gm« Rn«ell, RN 

.. Sictpline PHNS~ ~ 

3fli '--— 

jgate licensure survey 


on _ 


m 




j &SLML 


* •j-'J hfLMSL 




mm# 



















-. - - IJU«W AWlVICliSCENTERS FDR r,-5FniCARE&MEDTC AIDSERVft rS 

SURVEYOR NOTES WORKSHEET 

" ad " ty Nl "" e [SSf rent6M ° f ^ & Surveyor Name Grace R „ sse l 1) RN 

Provider Number 1444S HDfiSIirTM^^ - 

Observation Dates; from 3/5/2018 To ~Wim¥~ -~ — ~ -— — 

: E»g% #-013765 " " “. .—” w .. „ 























. . *'' MEDlL'AmZER VISES 


Facility Name Planned Parenllioocl Of IN & ICY* 


surveyoriv’ama Grace Russell, RN 


Provider Number 34445 ' BM- 

Observation Dates; From , 3/5/2018 j 0 1/7/20.18--- --—- 

Facility #0(3765 v ~-■ 

--—-—rfc^fV---—— fffote liccHstmr survey 


imfcmcBim 


DOCUMENTATION 















DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES 

SURVEYOR NOTES WORKSHEET 


Facility Name Planned Parenthood Of IN & KY- Surveyor Name Q race RuSSell, RN 

Lafayette __ ___ 

Provider Number -———- Surveyor Number 14445 _ Discipline PHNS _ 

Observation Dates: From 3/5/2018 _ To 3/7/2018 _ 

Facility # 013765 State licensure survey 
























Abortion Clinic 

Administrative Document Request 

List oferedeu baled staff for fa XfT " ^ / 

List of ^w^nursiiig Personnel for S&L frvta).*/ 

Gmwnership—copy of articles-of Incorporation- 

t^muatily assurance plan and documents to inciudeidl se.rvices/funotion/contrfiets 
Q4ast of contracts with scope and nature of services 
©Constitution gud bylaws of governing body-(if applicable) 

.©'Minutes of governing body (if applicable) 

0i*rocess for reporting hey ^.professionals j 

KHWritjep policy addressing internal review of unusual occurrences and disasters f\j 

Medical Staff Rules.lnCluding; . , 

lOTrocedures for emergency, initial treatment, transfer f poU’iUg 
©Mistory and physical 

Hmulhcntteafiou, of orders, wlto may take Verbal orders 

©Policy and procedure for communication with and timely response of physicians, concerning a 
pf emergency 

iSfiealtk care worker- practice problems; 

P^hyaicimtCredentialing (If .physician performs procedures): verify admitting privileges in 
writing OR a written agreement with another physician with admitting privileges. The 
document(s)' must be present in the clinic. 

Medical records policies Including; 

OT%lieies assuring documentation of care and services provided I- - - 

[jH^oiicies for safeguarding records from sources, of .damage 5. (< f 

©Maintenance of records for appropriate tfnie. frame 

□'Authentication and security of record 

OTlse of plain/paper fax 

d^jatifidentiaHty 

£H<olcase of information 


£H<olcase of information 

Dietary polictes^ifapplicable) jfl° Qc^pP^cL fskiyxLJJ. 

fabpoHcies including; ' 

GKn^IA ceri.iGcate or Waived. ■ f L . 

P^imlity control, and QA policies for complexity of tests L&f> QMt^ \r -Q, Pp„ 


Physical .plant/ Safety policies including; , 

limeventatlvemaintenance poKcies/logs DO ©UHJ 14k CLUHhtrdUfo 

fMsdpairs and electrical leakage checks y 

©^Housekeepingand infections waste policies/ jr^uy&<£lx£ y fHV 

Cd^iuipment inspection % temyy w mJA 

^^ermiti Control (mk * •* f ~ “ 


(th 


bi - frurffi oaH yaste d f sp o cai ^ 

fl-&meral hou5ekeeplng.^ma«EL ku , /, /„ | lr - 

IfHtire control plan AMD Evidence ofstete or locijl fire inspection v l0(30.|i7 
DTfentergency/disaster preparedness— [ ] (ulLud^i MhV& Sh,ooQt^ 


09/02/20)4 






^ 0Q74S 





ABORTION CLINIC DOCUMENT REQUEST 
QA/PI MONITORS 


Monitor 
Y N 

Biohazardous Was te \j 
Biomedical PM 
Housekeeping 
Lab, 

Lanndry/1 
Medical: Records 
Maintenance 
Nursing 
Pharmacy 


'Standard 
Y N 


nuMi / 


JJhl&l-h , pb« 



.Smirity. ilffi 

Discharges 

Transfers 

Infection Control 

Response: fo 
Patient Emergencie s V/ 

Medical & 

Medication Errors 

Reportable 
Events 


Semi-annual governing board meetings which included y AM reports 


t4QA-J\l^ 









R osni .6 


ABORTION CLINIC ADMIH1STRAT1VE TOUR 
FACILIT Y £ IflhTUJ SURVEYOR 

MED^fe m - ... TOUR: PATE ^Wtfr T IM E A\ 



\J P osting of license fobbtA 4A$.. 

^R ari^/nourlshmeDt area 
^'fenitorcloset -k Sr\ . , . . 

_^Hoiisckeoj)in^^ - 3dr|f 

^ ft^enfative Maintenance 
S torage Areas 

\/<* l ank storage and Secured 
Z^O verall maintenance 

3?^Adequate battery powered lighting and equipment (fiFrtg/iAM- 

C«V-«H^nm fvtou^; 

L ab area, as applicable 

_. C bcmfefll - a s Q - afid : ' 5t0rflge -» 

Refuse/infectiOns waste ^ 


COMMOTS/INTERVIE 


O-Pnsuilr jfW 

pvvv/”^j 1 


UiJ I'Mjhim/ 

tujmrk 

Som 


JtK-T +8. U. \ -fat*. blLf 

rP* 4 nod.) ^SiXKi 
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ABORTION CLINIC 


DOCUMENT REQUEST - CREDENTIAL FILE REVIEW 






































Shit 


Facility Name_ PitU-rud P MUnikttoaL 7t4t-IOj- 
Surveyor_ (<W*M- jlldhlOL _. Dale_ 3>[s~ sbla 


ABORTION CLINIC 
DOCUMENT REQUEST - PHYSICAL PLANT WORKSHEET 

EQUIPMENT 


Type 


Tag 0406 Tag 0408 


MaintSched. 


PM 


Tag 0410 
Triennial Review 


M 


Heating 

/ 



Ventilation 

✓ 



Air Conditioning 

y 



Emargency^feaeratoi— 
Emerg Power Source 

baJdJWl - 



Fire Alarm 


As 7 


Smoke Detector 



— 

Type 

Fag 0414., 
Waint Sched 

rag 0416 

5 M f /il> 144 

Tag 0418 Tag 0418 

Electr Check Triennial Review 

. ,A naTthPoift-Maehino ■ (Ur 

doL 9/rnmj ^ 

sbJUST® 

(MX hrvktd */ „ 

- 

Cardiac Monitor- 





Centriftige 

V 

p Sfl** 0^ 

3/wf/o. Iln 

J l6tP l^oL 

__ 

Defibrillator (VtO 





Emerg Call Code Syst 

/ 

V- 

-- ^ 


Patient Exam Light \j 

\ 0ifcW_ 


i'flytwh \S 


Patient Scale v 


/ri /uSIfWt 

*■» ^ ---. 

— 

Sterilizer ( j\i 

ulU Mn-kJ 

v /k? 

L -- 

—. 

- \- L . 

Suction Machine 





SurgicauEAnm Tauk— 
Ultrasound 

•Whcdchah-- 

6gL0<?,X)Q 


t __ 

— - 


rvu6n>W)fw- y 






NA —do not have equipment 
NR - not responsible, as equipment is building-wide & maintenance responsibility is bylessor 

FIRE DRILLS Tag 0436 f , . , . . - „ n< _ r \ 



1 

2 / , 

7_, 

4 ' 

Shift 1 

Shift ? 

/ 


8fistn 


Shift 3 -- 



_—-—— 



Abortion Clinics usually have only 1 shift 











Planned Parenthood of Indiana and Kentucky Medical 

Standards and Guidelines 

PPFA revised June 2016/PPINK Implemented December 19*.2016 


L ; Medical Director for Planned Parenthood of Indiana and 

Kentucky (PPINK) have reviewed and approve the PPINK Medical Standards and 
Guidelines and all associated documents. 


„ Medical Director 



PLANNED PARENTHOOD OF INDIANA AND KENTUCKY 
JOB DESCRIPTION 


JOB TITLE: Health Center Manager 

REPORTS TO: Regional Director 

FUNCTION: Responsible,for. overall management of one or more health center 
sites, including supervision of health center staff. 

ESSENTIAL FUNCTIONS! 

« Monitors the quality of medical care and compliance, with agency 
standards and guidelines, policies arid procedures. 

.« Manages overall performance of one or. more Planned Parenthood, of 
Indiana and Kentucky health centers, including achievement of goals 
related to patient numbers, productivity standards, and health center 
donations. 

• Manages health center budget Assists Regional Director with 
development of budget, 

* Responsible for heaith center performance including the display; of 
teamwork, quality of new hires and turnover ratio. 

• Hires, trains, supervises, and terminates health center staff, contract 
employees and volunteers. 

• Participates jh the recruiting process by managing applicant flow and. 
providing HR .with feedback on interviewed applicants In a timely manner, 

• Submits accurate and timely payroll* including time card adjustments. 

• Manages staffing.to include finding replacements,, reassigning staff to 
other sites, as.workflow necessitates, and ensuring staff are' cross-trained, 

* Prepares discip.lina.fy and; performance.jixiprpvement.dpcurnfn.ts 

* Maintains, knowledge of Planned Parenthood of Indiana and Kentucky 
,poiicies,.govermng values and. strategic plan, 

* .Develops and fosters community-relationships through participation In 
community groups, presentation of education programs, working with local 
media. 

* Performs direct patient care duties as part of everyday responsibilities.. 
Including performing laboratory testing (Net, urine dipstick, PTs, B/P; wt, 
blood drawing)., specimen handling and processing, reporting and follow¬ 
up of Pap smears, blood work, GDI CTT, herpes testing, and other 
diagnostic tests as Indicated without supervision. 

» Conducts QA audits, develops corrective action plans as necessary, and 
advises QA Coordinator on progress of deficiencies. 






• Completes and makes corrections to maintain accuracy of all reports and 
forms, including timesheets, monthly summaries, supply requisitioning, 
etc 

0 Maintains control over health center funds and other assets including petty 
cash, ordering ancf inventory. 

• Conducts inventory counts and reconciles errors as necessary. 

© Maintains medical records system and ensures the appropriate 

safeguarding of documentation. 

® Maintains antfsends ail employee documentation to HR for placement in 
the employee’s personnel file. 

® Disseminates information to health center staff through regular meetings 
and other means. 

• Maintains ail facilities and equipment through the landlord and other 
sen/ice representatives. 

• Ensures completion of day sheets on a daily basis. 

‘Nothing in this job description restricts management’s right to assign or reassign 
duties and responsibilities to this job at any time. 

EDUCATION AND EXPERIENCE: 

Requires a high school diploma, with 2-4 years of experience and appropriate 
training in the health care field or a related area. Management experience 
preferred. Experience with standard business equipment and software programs 
preferred, including electronic practice management and health record systems. 

REQUIRED COMPETENCIES: 

DEVELOPING/DIRECTING OTHERS: Strives to improve the skills of 
subordinates or others by providing clear, behaviorally specific performance 
feedback, effective coaching and mentoring, and development-experiences and 
opportunities. Uses interpersonal style and the power of one’s position to set 
expectations for others, enforce standards, and tell others what they must do 
towards the accomplishment of identified goals and objectives. Ensure that 
ethics and honesty are valued and exhibited in work products and daily behavior 
of self and others. 

CUSTOMER SERVICE: Demonstrates concern for meeting internal and external 
customer needs in a manner thatprovides-satisfaction. Anticipates additional 
needs of the customer beyond their current use of Planned Parenthood of 
Indiana and Kentucky services. Understands and finds solutions within the limits 
of what is available. Can solve probiems-with minimal disruption. 

Communicates openly and directly. Able to change communication style 
-according to the needs of the audience and the situation. 


TEAMWORK: Able to gain cooperation from others and work collaboratively 
toward solutions which generally benefit all involved parties. Proactively 
identifies opportunities to assist others and ensures that information is 
communicated accurately and timely to all necessary parties. Behaves honestly 
and ethically. Communicates openly and directly. Abie to change 
communication style according to the needs of the audience and the situation. 

PLANNING AND ORGANIZING: Establishes a systematic course of action to 
accomplish specific objectives. Determines priorities and uses time effectively. 
Completes the workload required of the position.. Able to change priorities 
according to the work load and asks.for assistance as appropriate, 

ACHIEVEMENT ORIENTATION: Self-starting. Independently demonstrates a 
desire to set and meet objectives, to find a better or more efficient way to do 
things, and to compete against a self-defined standard of excellence. 

-ATTENTION TO DETAIL: Thorough in accomplishing a task. Double checks 
work before turning in. Accurately completes all areas involved no matter how 
small. 

EXPERTISE (Technical or Procedural): Possesses specialized knowledge or 
skills to accomplish a result. Picks up on technical things quickly; is good at 
learning new skills. Often referred to as a “quick learner". 

PHYSICAL DEMANDS: The physical demands described here are 
representative of those that must-be met by an employee to successfully perform 
the essential functions of this job. Reasonable accommodations may be made to 
enable individuals with disabilities to perform the essential functions. While 
performing the duties of this job, the employee is frequently required to-sit and 
talk or hear. The employee is occasionally required to stand; walk and reach with 
hands and arms. The employee must frequently lift and/or move up to 10 pounds 
and occasionally lift and/or move up to 25 pounds. Specific vision abilities 
required by this job include close vision, distance vision, depth perception and 
ability to adjust focus. The noise level in the work environment is usually, 
moderate. 

SPECIAL REQUIREMENTS: 

Ability to maintain confidentiality of all Planned Parenthood of Indiana and 
Kentucky business and activities on and away from the job. Regular attendance 
during designated working hours is^equired. 

LICENSES: CPR Certification 

REVISION DATE: September 2014 
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ABORTION CLINIC MEDICAL RECORD REVIEW 




fa&f 0(31^6 


Patient identification to include 1 : _ 

Name ___ 

Age . . ..... 

Address _ . _ 

Procedures Pur surgical abortion must include preproeednre testing that 

includes: _ i _ 

On-sile proof of pregnancy as evidenced by n pregnancy 

test, a copy of n pregnancy test or an ultrasound __ 

Verification and documentation of gestational age (I.A / .T ^ 

Hematocrit or hemoglobin __ 

Rh typing _______ 

Completion of the abortion documented by ultrasonography 

or other cllnicni means _ ( T rl A 1 

Provision of follow-up examination and services _ 

Preanesthesia evaluation within forty-eight (48) hours before a surgical 

abortion __ 

History and physical jexaniirtafion report to include: 

Vital signs Pip _ 

Allergies _ _ _ 

Any significant risk, factors [\f\ CfA} 

The date written _ _ _____ 

Appropriate medical history' __ . 

Results of a physical examination __ 

Results of any diagnostic studies _ 

Results of any laboratory studies _’_ 

Any allergies and abnormal drug reactions _ . 

Entries related to anesthesia administration _,_ 

Evidence of appropriate informed consent for procedures and treatments as 
required by 1C 16-34-2-1.1. Slate form 55320 (6-13) and 55321 (6-13) ( . L. 
A report describing techniques, findings, and tissue removed nr altered. 
Authentication of entries by the physician or physicians and health care 

workers who treated or eared for Hie patient, ■ \,V \ ‘n _ 

Condition on discharge, disposition ofthu patient' and time of discharge. 
Discharge entry to include instructions to the patient or patient’s legal 

representative. . . 

Copy of the transfer fonn, i f the patient was referred to a hospital or other 

facility, _ _ . _< 

Copy of the (enninated pregnancy report./ TU QtA tVpn 

Copy of any report filed with a stale agency or law enfnrcemclu agqn'cy l. 

pursuant to n stututory reporting requirement. • _._ 

Discharge information to include: ___ 

Signs and symptoms of possible complications _ 

Activities allowed and to be avoided / r v'i C> Arif A 

Hygienic and other postdischarge procedures to be ' 

followed _ .. ___ 

Clinic emergency phone numbers available on a twenty- 

four (24) hours basis lU,W:vvYn Ot'tW -mfYfrA _ 

Follow-up apppintmenf. if indicated _ 

Counseling regarding Rh typing _ 

Administration of Rh immune globulin, if indicated - 
unless patient signs a waiver or other arrangements for 

administration ore documented ___ 

Conscious sedation _ .. -. 

Frequent monitoring for verbal responses ____ 

Monitoring for respiratory, cardiovascular and 

neurological effects of the drugs being used. _ . 

Posliineslhctic evaluation for proper anesthesia recovery heforc discharge 
Fonn 56! 08-Certification of Provision of Perinatal Hospice Information 

(Time of Abortion Consent Decision) ... . 

■Form 56113 - Certification of Provision of Perinatal 1 iospice Information 
Form 56114 - Disposition of Aborted Fetus ( ^ 


.Fonn 561 i 5 - Available Counseling oiler an Abortion 
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ABORTION CLINIC MEDICAL RECORD REVIEW 


Patient identification to include: _ 

Name ___ 

Ark _ 

Address _ 

Procedures for surgical abortion must include preprocedure testing (lint 

includes: _ _ ___ _ 

On-site proof of pregnancy as evidenced by a pregnancy 

test, a copy of a pregnancy lest or an ultrasound _ 

Verification and documen tation of gestational age _ 

l-kmniocrit or hemoglobin _ 

_ Rh typing . . .... 

Completion of die abortion documented by uitrasonogpobv -s. 

W Other clinical means ___ I ? _ 

Provision of follow-up cxmiiinalion and services 
Preanestliesia evaluation within forty-eight (48) hours before n surgical 

abortion _ 

History and physical examination report to include: ___ 

Vital sign's ___ 

Allergies ___ 

Any significant risk factors _ 

The date mitten __ 

Appropriate medical history _ 

Results of a physical examination _____ 

Results of any diagnostic studies _ 

Results of any laboratory studies ___ 

Any allergies and abnormal drug reactions __ 

Entries related to anesthesia administration ___ 

Evidence of appropriate informed consent Ibr procedures mid treatments as 
required by 1C 16-34-2-1,1. State form 55320 (6-13) and 53321 (6-13) 

A report describing techniques, findings, and tissue removed or altered. 
Authentication of entries by the physician or physicians tuitl health care 

workers who treated or cared for the patient. ___ 

Condition on discharge, disposition of the patient, mid time of discharge. 
Dischiirgc entry to include instructions to the patient or patient's legal 

representative. _ 

Copy of the transfer form, if Uic patient was referred to u hospital or other 

Copy of the tenninated pregnancy report ('<r\A CM R.V 

Copy of any report filed with a stale agency or law enforcement, ace ucy ' 

pursuant to a sltmuoiv reporting requirement, V5 ^ DUnuJ /ll^i 

Discharge information to include: ___1_ 

Signs and symptoms of possible complications __ 

Activities allowed and to he avoided ... . 

Hygienic and other postdischargc procedures to be 

followed _ •. _ _ _____— 

Clinic emergency phone numbers available on a twenty- 

four (24) hours basis ___ . .. - 

follow-up appointment, if indicated _ 

Counseling regarding Rh typing _ _ _ 

Administration of Rh immune globulin, if indicated - 
unless patient signs a waiver or other arrangements for 

administration arc documented _ 

Conscious sedation _ i --- 

Frequent monitoring for verbal responses _ 

Monitoring for respiratory', cardiovascular and 

neurological effects of the drugs being used, ___ 

Postan&glhetio evaluation for proper anesthesia recovery before discharge 
Form 56108-Certification of Provision of Perinatal Hospice Information 

(Time of Abortion Consent Decision) __ _ __ 

Form 56113 - Certification of Provision of Perinatal H ospice Information 

Form 56114 - Disposition of Aborted Fetus _ _ 

Form 56115 - Available Counseling alter an Abortion _ 
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Abortion. Clinic 
Nursing Document Request 

Patient S5st/register for _J^ ^ ~ ^ 

)( List of all Nursing Personnel including agency for,. IMA- 

/ Complaint Log for ^}Otpv£ 

V/Mdent Reports for 
V ONh^jL 1 1 - 

P^sonnel policies including; 

'□Policy for control of communicable diseases includes specific to TB. 
(^Orientation and braining of new employees, contract and agency personnel 
DnCPR policy 

Pyumual in-service requirements 

□ Annual competency for nursing and other personnel performing lab tests 


ft 

fa* 


Patient care/nursing policies and procedures including; 

^/Composition of and meeting minutes for the p atient care personn el committee 

□ Reliable method of ID ^ 

P Instruction for follow up care and transportation—to include counseling, RH type and 

administration of Rhogam ^ 

{^Reporting of post procedure complications and follow up .. n> . <t « / 

HTCleaning and sterilization of reusable equipment £\inOuC\x)€ -r'-f dnm/^KWlif'Gj iOj{ 

Infection control program and policies including; - Atf Eefcfu §u>iuetiO-'' MStaO 
If/pomposition and meeting minutes of infection control committee 
(Srrovision for active and effective Infection Control Program 


Sterilization policies and procedures including; 

g Instructions for loading, operating, cleaning and maintaining sterilizers 

Instructions for cleaning packaging, storing, labeling and dispensing of sterile supplies 
jxj Records of sterilization cycle and results of biological indicators in testing sterilization 
jjf Cleaning of environmental surfaces contaminated by blood or infectious material 


/< Anesthesia policies including; 

J2f Safety rules to be followed 
0 Safety training required of personnel 

jgf Preanesthesia, intraoperative and post anesthesia policies and requirements 



GheijiC&l 
pH 


imacy services policies including; 

Records of stock supplies and accounting of all items 
Policies for drug handling, storing, labeling dispensing and administration 
(^Reporting of adverse reaction and medical errors QjC&sjt 
c/sjorage and security 
Mormulary - ktA V t{j\ bk)£0 

M List of available- emergency drugs 

ooV- -Vo £R_ 

•J Yb I 4 u 5 ^ Usfc li>vYN, 

/ Q&Xwn a- vntsnrtp\Ac '•f’vn 

09/02/2014 ' 
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Indiana State Department of Health 

Abortion Clinic 
Human Resources 
Request Form 

Personnel files should include: 

® Prior education, 
e position/title, 
a date of hire, 

© iicense/certiftcation, 

© initial orientation, 

© in-servicing/education, 

© job description, 

PLEASE, Marb/label with tab on each of the above areas per file or have a staff member familiar 

with files available for review process. THANK YOU. 

Nursing: 


SuAoiQgA 

KXTJP Id- 

&<JL .A \L\ VX w 


Administration: 

1._ 

2 . 

3 . _ 

4 . _ 

5 . _ 

6 . __ 

7 . __ 

8 . _ 

9 . 

10 . 




© competencies 
© current CPR status, 

* most recent evaluation, 

© physical exam/tests, 

© two step PPD> 

© Immunizations per facility policy. 



09 / 02/2014 























Form CMS-807 (7/95) 


SURVEYOR NOTES WORKSHEET 



Form CMS-807 (7/95) 

































Indiana State Department of Health 
Patient/Record Identifier Table 


Name of abortion clinic: 
Date of survey: 



09/02/2014 








ABORTION CLINIC MEDICAL RECORD REVIEW 

I At I PT I PT .Ipt" IW'Tpt IPT I PT T-i: pT 
ip# ip# ip#, id# m ic& m ..[ M. 

(e 1 ? 


■Address 


Procedures 




/ 


y . 

m 


llemaloCTJt-or hemoglobin _ 


Completion of the abortinn douumcnlcd % l^tffl«>noSTOphy 

or other clmicfal means _;—:. .. 

ProyfoioH of follow-ap exam illation am] services _ 

Preanesthcsia evaluation within forty-eight (48) hours before a surgical 


History sml nhvairid examination report to i»c 




nn 




*r . ^ 




Am- significant-risk feoio.ts 


Tile date written 


u medical-history 


Results of a physical exa mination 
Results of ttiiV'diagnoslio studies 


Results of any laboratory studies 







mmjmiJBUBMi 


/ 1/ 




wsmsm 




/ /i/ 



y ! 


/ 



Copy oft he terminated pregnancy rtrppm 
Copy of any report filed with a state agency or law^orecinent Bgenoy 
pursuant tp a-Stuiutory reporting ictinirtmcnl. 


ftischarfle information >n include: __ 

Sisns and symptoms of possible complications_ 


\ctivilies all owed and to be avoided__ 


fjygfonic and other postdischarge procedures tobe‘ 

followed _ , . . —- 

Clinic emergency jrhdnc numbersdvaifohfo-oma twenty- 
four( 2 ; 4 ) : bows'Wts ; -___ 


litfro«>L'if-indrcated . . 


I, M -||I I *** I 


mstration of Mt Jinrodfip gldbulttt, Ifipdlcatdil’ 


■■■HI 

■HMHH 


inSnSnfSnlEHngniEM! 


'/' 1 


imriii 


✓ 

jr 

vT 

V*'’ 


linin 



Conscious sedation _ 


PrcasicM monitoring for verbal responses 


elle Evaluation for broneranestliesia recovery Wore discharge 


Form 56108 -Certification of Provision of Perinatal Hospice Information 
fflnic of Abortion Consent Decision)_ . . . 


Form 561) 3 — CeruBcaiioti ofProvision of Perinatal Hospice Information 


form 561.14 - Disposition of Aborted fetus 


Form 56115 - Available Counseling aficr nn Abortion 


iESwSSI 
































































































ABORTION CLINIC MEDICAL RECORD REVIEW 


■ 

PT 

ID# 

PT 

ID# 

PT 

ID# 

PT 

ID# 

M 

t* 

\V 

j4 

l5 


Patient identification to Include: 


Nome 


Address _ 


Procedures for surgical abortion most include preprocedure testing that 
includes:_ 


On-site proof of pregnancy os evidenced by o pregnancy 
lest, a copy ofn ureftnaney test or on ultrasound_ 


Verification and documentation of gestational age_ 


Hematocrit or hemoglobin 


Completion of the abortlondocu merited by ultrasonography 
-or other clinical means_ _ 


Provision of follow-up examination and services__ 


Preanesthesia evaluation within forty-eight (48) hours before a surgical 
abortion _ 


History and physical examination report to Include 


Vital si 


Alter (ties_ 


Any significant risk factors _______ 


The date written 


nSm&ESSf 


Results of a physical examination 


Results of any diagnostic studies 



cs and abnormal drug reactions _ 


Entries related to anesthesia administration_ 


Evidence ofapproprlnte informed consent for procedures and treatments as 
required by IC 16-34-2-1.1. State form 55320 (6-13) and 55321 (6-13) 


describing techniques, findings, and tissue removed or altered. 


Authentication of entries by the physician or physicians and health care 
workers who treated or cared for thepalient_ 


Condition on discharge, disposition of the patient, and time of discharge. 
Discharge entry to include instructions to the patient or patient’s legal 
representative. ___ 


Copy of the transfer form, if the patient was referred to a hospital or other 
focili 


Cony of the terminated 


Discharge information to Include:_ 


oms of possible complications 


Activities allowed and to be avoided_ 


Hygienic and other postdischarge procedures to be 
followed 


Clinic emergency phone numbers available on o twenty- 
four (24) hours basis _ 


Follow-up appointment, if indicated 


Counseli 


Administration of Rh immune globulin, if indicated - 
unless, patient signs a waiver or other arrangements for 
administration are documented _ 


Conscious sedation ____ 


nt monitoring for verbs] responses 


Monitoring for respiratory, cardiovascular end 
neurological effects of the drugs bei 


Postanesthetic evaluation for 


Form 56113 - Certification of Provision of Perinatal Hospico Information 


Form 56114 - Disposition of Aborted Fetus 


Form 56115 -Available Counseling afler an Abortion__ 
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TIME 


ABORTION CLINIC NURSING TOUR 
FACILITY. SURVEYO R 

MED D*< MANAGE!, TOUR: DATE 0Sjtf$fll 

STAFFING: R.N. r$ LPN 4 - , Tech 3 Ratio: — 

T raffic pattern 

X"D ressing areas/staff/patients 
X^A dequate supplies/storage 
TX Clean utility 


is 


Soiled utility 
Linen Storage 


y - H andwashing sinks/toilets 
yf p reventive maintenance 


NUMBER OF PROCEDURE ROOMS. 


PROCEDURE/ANESTHESIA/RECOVERY AREAS: 
X S crub area 
X^ D ress code adherence^ 

\ « Emergency call sys 

"’XlO xygen/humuffiCT bottles 
K fr^citatjoifequipment 
DefibpfiwQi? (if IV Sedation is used) 

Cardiac Momtor&XjfiV Sedation is used) 

*ulse Oximeters (iftV*£sdation4S used) 


OTHER: 

y~ C lean/dirty instrument/sterilization areas 
X S terilizers ~ ’FOm \Vv| P l Aft 
yC C hemical/biological indicators 
vX W aste disposal: All types 




used)' 


Suction Equipment (if IV Sedation is 
Oth er Rnrn ljtin/mitHpl 1 ^^ 


medical staff (if IV Sedation is used) 

X IV equipment 
X A nesthesia agents used 
„ X„ Sharps disposal 

Xx Medication and narcotic storage/drug 
areas/stock supplies 




COMMEN 


//U^r 








A* nLK/Ux^A ^. 
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Abortion Clinic 
Nursing Document Request 

'/Patient Jist/register for C hyHrC. '2 012 ~ fib 201 ? 

JX List of allNursing Personnel includ ng agency for (oVO 
X Complaint Log for JuD-l- fp. DfUQxOj 
/ Incident Reports for Tfafrvl-- f ebnATi / 

yGcoxof \t- 

/^Personnel policies including; 

2 □ Policy for control of communicable diseases includes specific to TB 
m □ Orientation and training of new employees, contract and agency personnel 
EUCPR policy 

/ □ Annual in-service requirements 

( O Annual competency for nursing and other personnel performing lab tests 


X "ftdF 6>rn-'-££ 

_f £\\-es |5j>L|l/6 <KK 

y return Vji-srN* , * 

/ y&w&X&Yo refon&y 
/ Aft# i/nonfh ■ 

30 orJ/ 


Patient care/nursing policies and procedures including; 

SJ Composition of and meeting minutes for the patient care personnel committee 
SJ Reliable method of ID 

0. Instruction for follow up care and transportation—to include counseling, RH type and 
administration of Rhogam 

l£| Reporting of post procedure complications and follow up 
^icieaning and sterilization of reusable equipment 


Infection control program and policies including; 

&h€omposition and meeting minutes of infection control committee 
53 Provision for active and effective Infection Control Program 


X Sterilization policies and procedures including; 

J3 Instructions for loading, operating, cleaning and maintaining sterilizers 
Jgf Instructions for cleaning packaging, storing, labeling and dispensing of sterile supplies 
jtg Records of sterilization cycle and results of biological indicators in testing sterilization 
Cleaning of environmental surfaces contaminated by blood or infectious material 


Anesthesia policies including; 

^ Safety rules to be followed 
^ Safety training required of personnel 

tji Preanesthesia, intraoperative and post anesthesia policies and requirements 

Pharmacy services policies including; 

□ Records of stock supplies and accounting of all items 

□ Policies for drug handling, storing; labeling dispensing and administration 

□ Reporting of adverse reaction and medical errors 

□ Storage and security 

□ Formulary 

□ List of available emergency drugs 


09/02/2014 









Planned Parenthood of Indiana and Kentucky 


200 South Meridian Street, Suite 400, Indianapolis, IN 46225 
Mailing Address; RQ, Box 397, Indianapolis, IN 46206-0397 
p: 317.637,4343 ■ f: 317.637.4344 
W8vw.pplnk.org 


March 30,-2018 


To Whom It May Concern: 

Please see the enclosed .Plan of Correction as a response to the Statement of Deficiencies report 
received March 28, 2018 for Planned Parenthood of Indiana and Kentucky's Lafayette Facility 
(#160137651). 

Our contact for questions on these, documents is 


Kind Regards, 


, Vice President of Patient Services 








Eric J. Holcomb 

(fanw 


Indiana Stale 
Department of Health 

isj-f »■* 


Kristin® Sox/MD, FACGG 

.-State Heair. Ccrr^stmet 


March 26,2018- 
4A-G7 

Planned Parenthood Of Indrana-Merrillville 
200 S. Meridian Street, Suite 400 
Indianapolis, IN 46225 


NOTICE OF NON-COMPLIANCE 
FACILITY# 170137651 


Deaf. 

Enclosed please find the State Form Statement of Deficiencies and Plan of Correction” report, listing 
each deficiency noted during the State Licensure survey conducted on March 7, 2018 at your facility. 
Your Plan of Correction on the State Form must he preceded by the appropriate ID prefix tag (TAG 
NUMBER), 


Be sure that each individual Plan of Correction answers the following questions: 

1 _ How are you going to correct the deficiency? If already corrected, -include the steps taken mid 
the date of correction. 

2. How are you going to prevent the deficiency from recurring in the future? 

3 „ Who; is going to be responsible for .numbers 1 and 2 above; he., director, supervisor, etc.? 

4. By whatdate are you going to have the deficiency corrected? 

a. You must provide a specific' date the deficiency will be or has been corrected, (month,, 
day, and year) in the “Completion Date” column. The maximum correction time, 
allowed, is thirty (30) days from the date of the Notice of Noncompliatice. 

b. If the nature of the deficiency precludes completion within the. 

above-stated thirty (30) days, the Plan. of Correction must be written in Incremental 
thirty (30) day phases. 

* Please assure that the survey form "Statement of Deficiencies and Plan of Correction” is signed 
on the first page under “Laboratory Director’s or Provider/Supplier Representative’s 
Signature”. 

Indiana 
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March 26,2018 


Based on these findings, the Department has determined that Planned Parenthood Of Indiana And 
Kentucky, Ine located at 964 Mezzanine Dr, Lafayette, Indiana,is in violation oflndiana Code 4.10 
IAC 15-2 and accompanying regulations. 

This will be the only. Notice of Non-compliance issued by the_Department, Failure torespopd to this 
Notice within fifteen (15) days of the date of this letter may result in legal actions against this facility 
pursuant to Indiana Code 4-21,5 and 410 IAC 15-2, Such actions include, but ate not limited to, a 
complaint for .civil penalties of tip to $10,000.00 per day, per violation, injunctive relief and criminal 
sanctions. State law requires that this document becomes public information ten (10) days after you 
receive it. 

The Department provides an Internal Dispute Resolution (IDR) process by which facilities may contest 
allegations contained in the Statement of Deficiencies, Planned Parenthood. Of indiana And Kentucky,; 
Inc - may petition the Division Director, of Acute Care to implement the IDR procedure in writing. 1 he 
petition must include the following: 

L Tag Number disputed; 

2, Statute or regulation section; 

3, A statemenfas td the exact- nature of the dispute and the reasons for the dispute;, and 

4, A statement as to what result the facility is seeking (example, deleted,, tag code changed, 
tag eliminated). 

In addition, the petition must be accompanied by any and all evidence and/or information that the 
facility believes is appropriate. This evidence or information may include, but be limited to, agency 
records, policies,-documents, affidavits and other items that will aid the IDR Panel in reviewing the 
contested-deficiencies. The petition must also be accompanied by a completed IDR Tracking Record-, 
which is enclosed. 


Sincerely, 



JENNIFER HEMBREE RN. 
Nurse Surveyor Supervisor 
Program Director Hospitals/ASCs 
317/232-3095 


Enclosures 






state Form 5005B (R/2-01) 


REGULATORY SERVICES 
INFORMAL DISPUTE RESOLUTION '(IDR) RECORD 


*The facility requesting IDR must complete the unshaded portion of this page ONLY, 


Facility Name 

State Facility ID # 

Address 

Provider#: 

City, State Zip 

Date Survey Completed 

Licensee Name 

Date Facility Requesting IDR: 

Facility Contact Person 

Phone: 


NOTE; Canefullvread the complete instmctionsjri the document entiffed-"Informal Dispu t e Resolution (IDR) Instructions\ 
please list each tag (including the severity and scope) that is disputed below. In your Plan of Correction (POO), provide a 
brief description summariEing the specific reasons for the dispute for each Tag. You riiust state specifically what Is 
disputed and why, specifically citing ecrors.cn the 2567 and where support for your position is located in supporting records, 
if any. Supporting documents should be labeled "Attachment A", *’8", etc- Only, documents that are pertinentand 
necessary to explain the facility’s position wifi be considered. DO NOT submit excessive numbers of documents. 
SELECT EITHER A PAPER REVIEW OR FACE TO FACE. 


DISPUTED TAG/CODE 
NUMBER: (INCLUDE 
SEVERITY & SCOPE) 

CHECK ONE ONLY: 

THIS SECTION FOR OFFICE USE ONLY: 

RESOLUTION 


PAPER REVIEW 

_No Change 



_Example(s) Deleted 

_Tag/Code Changed 

Tag Deleted 


FACE TO FACE 

_No Change. 



_Exampls(s) Deleted. 

_Tag/Code Changed . 

_Tag Deleted 



._No Change 

EXamp)e(s) Deleted 

_Tag/Code Changed 

_Tag Deleted 



_No Change 

_Exampte(s)Oeieted 

_Tag/Code Changed 

, Tag .Ddteted. 



_No Change 

_Examples)'Deleted 

_.Tag/Code Changed 

. . Tag Deleted 



__NoChange 

_Examp!e(s) Deleted 

. . Tag/Code Changed 

Tag Deleted 


_ 

_No Change 

_Examp!e(s) Deleted 

__Tag/Code -Changed 

Tag Deleted . . 


FOR OFFICE USE ONLY; 





































PRINTED: 03/26/2018 
FORM APPROVED 


STATEMENT OF DEFlClEM CJE5' 
AND PLAN OF CORRECTION 


NAM EOF PROVIDER DR SUPPLIER- 

PLANNED PARENTHOOD OF INDIANA AND KE 


(XI) PROVIDER/SUPPLIER/CLJA 

(X2) MULTIPLE CONSTRUCTION 

IDENTIFICATION NUMBER! 

A BUILDING: 

013765 

B.-W1NG 


(X3) DATE SURVEY 
COMPLETED 


03/0772018 


STREET ADDRESS., CITY, STATE, ZIP CODE' 

984 MEZZANINE DR' 

LAFAYETTE, IN 47905 



SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL- 
REGULATORY OR LSC IDENTIFYING INFORMATION} 


T 000 1NITIA1 COMMENTS 

Tliis visit was for a State, itcerisure. Survey- 

Facility Number 013765’ 

: Dates of Survey: 3/5720IS to 3/7/2018 

J QA~. 3/15/2018 
\ 

rm 410 IAC 26-8-1 PERSONNEL POLICIES AND 
|RECORDS 

’ 410 IAC 26-8-1 (c)(1) 

J (c) The clime must do the following: 
i (1) Maintain current job descriptions with 
: reporting, responsibilities for ail personnel and . 
annual 

I performance evaluations,, based on .the job 
' description, fir each employee and contract'and 
j agency 
; personnel. 


ID 

PREFIX 

TAG 


PROVIDER'S PLAN QFCORRECTIGff ; (X5.) 

(EACH CORRECTIVE ACTION SHOULD BE [ COMPLETE 

CROSS-REFERENCED TO THE APPROPRIATE | Dft T£ 

•DEFICIENCY} 


j This RULE is not met as evidenced by: 

I Based on document, review and interview the 
| 'facility failed to provide an. annual evaluation of.2 
out of 3:efigible employees. 

1. Review of the :2015 Planned Parenthood 
Employee Handbook Indicated on-page 1& under 
Performance Evaluations thatremployees may 
receive an annual performance evaluation by 
j their Immediate.supervisor and may be asked to 
. compl ete a self-evaluation, Evaluations are kept 

Indiana-State Department of H&alth 
LABORATORY DIRECTOR'S .OR PROyiDER/SUPPLlER REPRESENTATIVE'SSIGNAIURE 


(XG)DATE 


STATE FORM 


; BJSV11 


lf.conilriwali.on sheet. 1 ot2 









STATEMENT OF DEFICIENCIES 
.AND PLAN OF CORRECTION 


NAME OF PROVIDER OR-SUPPLIER ST.RI 

PLANNED PARENTHOOD OF INDIANA AND- KE ^ 

/jtoiri i ' SUMMARY STATEMENT OF DEFICIENCIES 

PREFIX f .(EACH-DEFICIENCY MUST BE PRECEDED BY FULL 
TAG i REGULATORY OR LSC IDENTIFYING INFORMATION) 


(XI) .PROVIOER/SUPPIIERICL1A 

'(X2) MULTIPLE CONSTRUCTION 

IDENTIFICATION NUMBER; 

A BUILDING: 

013765 

B. WING 


PRINTED: 03/26/2018 

FORM APPROVED 

~ (X3) DATE SURVEY 
COMPLETED 


0.3/07/2018 


STREET ADDRESS, CITY. STATE) ZIP CODE 

964 MEZZANINE DR 

LAFAYETTE, IN 47305 ___._^ 

! in ■ PROVIDER’S PLAN OFOORRECTION 

ryif ; PREFIX {EACH CORRECTIVE ACTION-SHOULD BE 

TON) i TAG ' 'CROSS-REFERENCED TO THE APPROPRIATE 

J • DEFICIENCY) 


(X6) 

COMPLETE 

DATE 



Indiana Slate D 0 p:arfwent'of Health 
STATE FORM 


BJSV11 


If continuation sheet -2 of 2 














Care, No matter what. 


Planned Parenthood of Indiana and Kentucky 


200 South Meridian Street, Suite 400, Indianapolis, IN 46225 
Mailing Address: R0. Box'397, Indianapolis, IN 46208-0397 
p: 317.637,4343 • f: 317.637.4344 
www.ppink.org 


March 30, 2018 


To Whom It May Concern: 

Please see the enclosed-Plan of Correction as a response to the Statement of Deficiencies report 
received March 28, 2018 for Planned Parenthood of Indiana and Kentucky's Lafayette Facility 
(#160137651). 

Our contact for questions on these documents is 


Kind Regards, 


r. Vice President of Patient Services 





Eric J. Hoifcomb 

fipWTKf' 


Indiana State 
De partm ent gf Heal th 


Knstific Box, MO, FACOG 

$Ma WeateCawftfeo.vir 


March 26,2018- 
4A-07 

Planned Parenthood Of Indiana-MemilviHe 
200 SI Meridian Street, Suite 400 
Indianapolis, IN 46225 


NOTICE OF NON-COMPLIANCE 
FACILITY# 170137651 


Dear 

Enclosed please find the State Form ‘‘Statement of Deficiencies and Plan of Correction” report, listing 
each deficiency noted during the State Licensure survey conducted on March 7, 2018 at your facility. 
Your Plan of Correction on the. State Form must be preceded; by the appropriate ID prefix tag (TAG 
NUMBER). 

Be sure that each individual Plan of Correction answers the following questions: 


L How are you going.to correct the deficiency? If already corrected* include the steps taken and 
the date, of-correctidn. 


2, How are you going to prevent the deficiency from recurring in die,future? 

.3. Who is going to be responsible for.numbers 1 and-2 above; i.e., director, supervisor, etc.? 

4. By what date are you going to have the deficiency corrected? 


a. . You must provide a specific date the deficiency will be of has been corrected (month, 

day, and year) in the “Completion Date” column* The maximum correction time 
allowed is thirty (30) days from the date of the Notice of Noncompliance. 

b. If the nature of die deficiency precludes completi on, within the 

above-stated thirty (30) days, die Plan, of Correction must be written in incremental 
thirty (30) day phases. 

* Please assure that the survey form “Statement of Deficiencies and Plan oT Correction” is signed 
on the first page under “Laboratory Director’s or Provider/Supplier Representative’s 
Signature”. 



Indiana 
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March 26,20IS 


Based .on-these findings, the Department has determined that Planned Parenthood Of Indiana-And 
Kentucky, the located at 964 Mezzanine Dr, Lafayette 1 , Indiana is in violation of Indiana Code 4.10 
IAC 15-2 and accompanying regulations. 

This will be the only NoticeLof Non-compliance issued by the Department; Failure to respond to this 
.Notice within fifteen (.15) days Of the date! of this, letter may result in legal actions against this facility 
pursuant.to. Indiana Code 4-21.5 and 410 IAC 15-2. Such actions include, but. are not limited to, a 
complaint for civil penalties ofup to $10,000.00 per^ay, per violation, injunctive relief and criminal 
sanctions. State law requires that this document becomes public information ten (.10) days after you 
receive it. 

The Department provides an Internal Dispute Resolution (IDR) process by which facilities may contest 
allegations contained in the Statement of Deficiencies. Planned Parenthood. Of Indiana And Kentucky,. 
Inc - may petition the Division Director of Acute Care to implement the IDR procedure in writing. The 
petition must include the: following: 

1. Tag Number disputed; 

2. Statute dr regulation section; 

3. A statement as to the exact nature of the dispute and the reasons for the dispute; and 

4. A statement as to what result the facility is seeking (example deleted, tag code changed, 
tag eliminated). 

In addition, the petition must be accompanied by any and all evidence, and/or information that the 
facility believes.is appropriate, This evidence or. information may include, but he limited to,-agency 
records, policies, documents, affidavits and other items that will aid the IDR Panel in reviewing the 
contested deficiencies. The petition must also be accompanied by a completed IDR Traekrng Record, 
Which is enclosed. 


Sincerely, 



JENNIFER HEMBREE RN 
Nurse Surveyor Supervisor 
Program Director Hospitals/ASCs 
317/232-3095 


Enclosures 






REGULATORY SERVICES 
INFORMAL DISPUTE RESOLUTION {IDR) RECORD 

SialerFoml 50058 (R/Z-01) 


‘The facility requesting IDR must complete the unshaded portion of this page ONLY. 


Facility Name 

State Facility iD # 

Address. 

Provider #: 

City, State Zip' 

Date Survey Completed 

Licensee-Name 

Date Facility Requesting IDR: 

Facility Contact Person 

. Phone: 


NOTE: Carefully reed the complete instructions in the document entitled Infor m al Dispute Resolution JiDR)Jhstwdion$\ 
Please list each lag .(including the severity and scope)'that is disputed below. In your Plan of Correction (POC), provide a 
brief description summarizing the specific reasons for the dispute for each Tag. You must state specifically what is 
disputed and why , specifically citing errors on the 2567 and where support for your position is located in supporting records, 
if any. Supporting documents should be labeled "Attachment AY"B", etc. Only documents that are pertinent and 
necessary to explain the facility’s posiflon wil! be considered. DO NOT Submit excessive numbers of documents. 
SELECT EITHER A PAPER REVIEW OR FACE TO FACE. 


DISPUTED TAG/CODE 
NUMBER: ( INCLUDE 
SEVERITY & SCOPE) 

CHECK ONE ONLY: 

THIS SECTION FOR OFFICE USE ONLY: . 

RESOLUTION 


PAPER REVIEW . 

_No Change 

_Example^) Deleted 

_Tag/Code Ghanged 

Tag Deleted 


FACE TO FACE 

_No Change. 



_ExamplB(s) Deleted 

_Tag/CPdeChanged- 

Taq Deleted 



No Change 

_Example(S) Deleted 

Tao/Code Changed 
_Tag Deleted 



_No Change 

Example(s) Deleted 

_Tag/Code Changed 

_Tag Deleted; 



__No Change 

_Example(s) Deleted 

_Tdg/Cp.de Changed 

. Tag Deleied 



_No Change 

_Ejtample(s) Deleted 

__Tag/Cpde Changed 

. fag Deleted 



__No Change 

Examples) Deleted 

_Tag/Code Changed 

. fag Deleted - - 


FOR OFFICE USE ONLY; 
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INITIAL COMMENTS 

This visit was for a state licensure survey. 

Facility Number: 011128 

Survey Date: 04-02-2018 to 04-04-2018 

QA: 4/12/18 

410IAC 26-6-1 QUALITY ASSESSMENT AND 
IMPROVEMENT 

410 IAC 26-6-1 (a)(2) 

The program shall be ongoing and have a written 
plan of implementation that evaluates, but is not 
limited to, the following: 

(2) All functions, including, but not limited to, 
the following: 

(A) Discharge. 

(B) Transfer. 

(C) Infection control. 

(D) Response to patient emergencies. 


This RULE is not met as evidenced by: 

Based on document review and interview, the 
facility failed to include response to patient 
emergencies In Its quality assurance and 
performance improvement program (QAPI) for 
calendar year 2017. 

Findings include; 
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Continued From page 1 


T 098 


1, Review of the clinic's QAP! program for 
calendar year 2017 indicated it did not Include 
response to patient emergencies 

2, In interview on 04-04-2018 at 5:15 pm, 
employee #A1, Assistant Director, confirmed the 
above and no other documentation was provided 
prior to exit. 


T134 


410 I AC 26-7-2 


MEDICAL RECORDS 


410 I AC 26-7-2(c) 


T134 


(c) Patient records for surgical abortions must 
document and contain, at a minimum, the 
following: 

(1) Patient identification. 

(2) Appropriate medical history. 

(3) Results of the following: 

(A) A physical examination. 

(B) Diagnostic or laboratory studies, or both 
(If performed). 

(4) Any allergies and abnormal drug reactions. 

(5) Entries related to anesthesia 
administration. 

(6) Evidence of appropriate informed consent 
for procedures and treatments as required by 1C 
16-34-2- 

1 . 1 . 

(7) A report describing techniques, findings, 
and tissue removed or altered. 

(8) Authentication of entries by the physician 
or physicians and health care workers who 
treated or 

cared for the patient. 

(9) Condition on discharge, disposition of the 
patient, and'time of discharge. 

(10) Discharge entry to include instructions to 
the patient or patient' s legal representative. 
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(a) The abortion clinic shall maintain current and 
accurate personnel records for all employees. 
Personnel records shall: 

(2) Include personal data to include: 

(A) education; 

(B) experience; 

(C) date of employment; 

(D) a copy of current license when 
required; 

(E) evidence of participation in job-related 
educational and training activities; and 

(F) health records of employees that relate 
to post offer and subsequent: 

(i) physical examinations; 

(li) tests; and 
(iil) immunizations. 


This RULE is not met as evidenced by: 

Based on document review and interview, the 
facility failed to ensure physical examination for 2 
(SI, and S5) personnel files of 6 personnel files 
reviewed. 


Finding Include: 

1, Review of facility policy, Safety, revised 
3/1/2018, Indicated the following, the record 
contains the following on each employee, name 
and social security number, a copy of the 
hepatitis vaccination series status including dates 
and information relative to the employee's ability 
to receive the vaccination, copies of annual 
immunizations and TB testing or exam, a copy of 
employee accidents reports, a copy of ail 
j_ , occupational examination results, medical testing 
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T140 Continued From page 4 

and follo'w-up procedures, the employer's copy of 
the healthcare professional's written opinion, a 
copy of information provided to the healthcare 
professional, records of occupational exposure 
monitoring, records of occupational safety training 
and records of any other occupational medicine 
intervention. 

2. Review of personnel files indicated the 
following, SI (Medical Assistant) and S5 
(Licensed Practical Nurse), lacked documentation 
of Physical Examination. 

3. Interview on 4/3/2018, at approximately 9:50 
am, with N1 ( Registered Nurse, Assistant 
Director) confimed the above. 

T168 410 IAC 26-8-3 PERSONNEL POLICIES AND 
RECORDS 

410 IAC 26-8-3(b) 

(b) The clinic shall ensure cardiopulmonary 
resuscitation (CPR) competence in accordance 
with current standards of practice and clinic policy 
for all health care workers including contract and 
agency personnel who provide direct patient care. 


This RULE Is not met as evidenced by: 

Based on document review and interview, the 
facility failed to follow its policy to ensure 
cardiopulmonary resuscitation (CPR) 
competence in accordance with clinic policy for 1 
of 2 physician credential files reviewed and 2 of 6 
employee files reviewed. 
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1. Review of a facility document titled Employee 
Safety Handbook, approved 03/01/18, indicated 
the Safety Manager maintains a record of each 
employee’s training in basic CPR and BLS [basic 
life safety]. Further review of the document 
Indicated the Safety Manager ensures that 
physicians maintain currency (sic) in Provider 
ACLS [advanced cardiac life support]. 

2. Review of 2 physician credential flies Indicated 
tile MD#2, Gynecologist, had documentation of 
ACLS that expired 3/20/2016, not current per 
facility policy. 

3. Review of employee files indicated file SI, 
Medical Assistant, and S5, Licensed Practical 
Nurse, lacked documentation of CPR 
competence per facility policy. 

3. In Interview on 04-04-2018 at approximately 
5:16 pm, employee #A1, Assistant Director, 
confirmed all the above and no other 
documentation was provided prior to exit 

T 206 410 IAC 26-11-1 INFECTION CONTROL 
PROGRAM 

410 IAC 26-11-1 (a)(1) 

(a) The clinic must do the following: 

(1) Provide a safe and healthful environment 
that minimizes infection exposure and risk to the 
following: , 

(A) Patients. 

(B) Health care workers. 

(C) Persons who accompany patients. 
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This RULE is not met as evidenced by: 

Based on document review, observation and 
interview, the facility failed to ensure a safe and 
healthful environment that minimizes infection 
exposure and risk in patients in three instances. 

Findings include: 

1. Review of Hemocue Operating Manual 
indicated the following, the cover may be cleaned 
with alcohol or a mild soap solution. 

2. On observation 4/2/2018, at approximately 
2:27 pm with N1 (Registered Nurse, Assistant 
Director) the following was observed, a cardboard 
note with brownish colored droplets taped on 
hemocue cover. 
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3. interview on 4/2/2018, at approximately 2:47 
pm, with N1, confirmed there was brownish 
colored droplets on cardboard note taped to 
hemocue cover. 

4. On observation 4/2/2018, at approximately 
3:15 pm, with N1 (Registered Nurse, Assistant 
Director) the following was observed washer and 
dryer in back of storage room. Floor of room with 
sticky lines of material (appears to be old flooring. • 
glue) which could not be properly cleaned. Dirt 

and debris under shelves with sterile supplies 
including, gloves, cytology brushes and cotton tip 
applicators stored on the shelves. 

5. Interview on 4/2/2018, at approximately 3:15 
pm with N1, confirmed the dirty laundry was 
bought into storage room and loaded into 
machines, the floor was covered in sticky lines 
and sterile supplies were stored on shelves. 
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1. Review of facility policy, Safety, revised 
3/1/2017, indicated the following, Immerse 
instruments in a enzymatic cleaner/lubricant 
(such as Metri Clean) for 5 minutes following the 
manufacturer's directions for preparation and 
use. 

2. Observation on 4/2/2018, at approximately 
4:25 pm with N1 (Registered Nurse, Assistant 
Director) the following was observed. Metri Clean 
2 in instrument processing area. Review of the 
Metri Clean 2 label indicated it was notan 
enzymatic cleaner. 

3. Interview with on 4/2/2018, at approximately 
4:25 pm, with N2 (Medical Assistant) confirmed 
Metri Clean 2 was used to clean instruments. 

4. Interview on 4/2/2018, at approximately 4:34 
pm, with N1 confirmed Metri Clean 2 instrument 
cleaner was not enzymatic. 

T322 410 IAC 26-16-1 PHARMECEUTICAL 
SERVICES 

410 IAC 26-16-1(3)(A) 

The clinic must provide drugs and biologicals In a 
safe and effective manner in accordance with 
accepted professional practice. The clinic must 
have the following: 

(3) Written policies and procedures 
developed, implemented, maintained, and made 
avaiiable to 

personnel, including, but not limited to, the 
following: 

(A) Drug: 

(i) handling; 

(ii) storing; 
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T 322 


Continued From page 9 


T 322 


(iii) labeling; 

(lv) dispensing; and 
(v) administration according to 
established clinic policies and acceptable 
standards of practice. 


This RULE is not met as evidenced by: 

Based on document review, observation and 
interview the facility failed to Implement policy 
related to medications In one facility. 

Findings include: 

1. Review of facility policy, Medical, revised 
12/7/2017, indicated the following, every staff 
member removes conditions that are unsafe to 
patients immediately, and then notifies their 
supervisor. Act first, communicate second. Such 
unsafe conditions include: expired drugs or 
laboratory reagents, improper staff actions, faulty 
equipment, etc... The Head Nurse oversees that 
all nursing staff adhere to best practices and 
standards of care in the handling, packaging, 
administering and handing out of medication. 
...discards all drugs that will expire in the coming 
month. 

2, On observation 4/2/201Q, at approximately 
3:27 pm, in the medication room, with N1 
(Registered Nurse, Assistant Director) the 
following was observed. 4 vials of diazepam 
6mg/ml, 10 ml, 2 expired 9/2017, and 2 expired 
12/2017, not included in count. Inside a box 
marked needles was a plastic bag which 
contained blue paper taped shut which contained 
5 vials of Gentamicin 80 mg/2ml, expired 




J 


Indiana State Department of Health 
STATE FORM 


P3SR11 


If continuation sheet 10 of 13 










PRINTED: 05/24/2018 
FORM APPROVED 


Indiana State Department of Health 


STATEMENTOF deficiencies 

(XI) PROVIDER/SUPPLIER/CLIA 

(X2) MULTIPLE CONSTRUCTION 

(X3) DATE SURVEY 

AND PLAN OF CORRECTION 

IDENTIFICATION NUMBER: 

A BUILDING: . 

COMPLETED 


011128 

B. WING 

04/04/2018 


NAME OF PROVIDER OR SUPPUER STREET AO DRESS, CITY, STATE, ZIP CODE 


WOMEN'S MED GROUP PROFESSIONAL CORPORAT 


1201 N ARLINGTON AVE 
INDIANAPOLIS, IN 46219 


‘<X4)ID 

PREFIX 

TAG 


SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REQULATORY OR LSC IDENTIFYING INFORMATION) 


ID 

PREFIX 

TAG 


T 322 


Continued From page 10 


T 322 


3/1/2015, 


PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 
CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 


(X 6) 

COMPLETE 

DATE 


3. Interview on 4/2/2018, at approximately 3:47 
pm, with N1 confirmed the above. 


T 404 


410 IAC 26-17-3 PHYS. 
PLANT,MA1NT. 1 EQUIP, I ENVIR.,SAFETY 


410 IAC 26-17-3(2) 


The condition of the physical plant and the 
overall clinic environment must be developed and 
maintained in such a manner that the safety and 
well-being of patients is assured as follows: 

(2) No condition may be created or maintained 
that may result in a hazard to: 

(A) patients; 

(B) authorized visitors; or 

(C) employees. 


T 404 


This RULE is not met as evidenced by: 

Based on observation, interview, and document 
review, the facility failed to have appropriate 
equipment to use a caustic chemical substance 
according to manufacturer’s instructions In 3 
instances. 

Findings Include: 

1. On 04-02-2018 at approximately 4:35 pm, in 
the presence of employee #A1, Assistant 
Director), it was observed in the product of 
•conception processing area a chemical, 
MetrlClean 2, was stored. 

2, In interview on the above date and time, 
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employee #A1 indicated the chemical was used 
when processing product of conception. 

3. Review of the label on the bottle of MetriClean 
2, a caustic chemical,indicated there were 
manufacturer’s instructions which indicated First 
Aid Measures: EYES - Flush Immediately with 
water for 20-30 minutes. 

4. Review of the OSHA (Occupational and Safety 
Health Administration) hazard communication 
program indicated In general standard 1910.151 
when necessary, facilities for drenching or 
flushing the eyes shall be provided within the 
work area for Immediate emergency use. In 
applying these general terms, OSHA would 
consider the guidelines set by such sources as 
American Natiqnal Standards Institute (ANSI) 
£368.1 -1998, Emergency Eyewash and Shower 
Equipment, which indicated in section 7.4.4, that 
eyewash facilities are to be located to require no 
more than 10 seconds to reach but where a 
strong acid or a caustic chemical is used, the unit 
should be immediately adjacent to the hazard. 

5. On the above-stated date, time, place, and 
presence of employee #A1, It was observed there 
was no eyewash facility immediately adjacent to 
the area where the caustic chemical was used. 

6. On 04-02-2018 at approximately 4:40 pm, in 
the presence of employee #A1, Assistant 
Director, it was observed In Operating Room 1 
there was an electrical outlet on a wall which had 
a broken plug receptacle. This posed an 
electrical hazard if an electrical plug was not 
properly seated in the receptacle. 

7. On 04-02-2018 at approximately 4:40 pm, in 
the presence of employee,#A1, it was observed 
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in Operating Room 1 on another wall, there was 
an alcohol-based hand sanitizer (ABHS) on the 
wall directly over an electrical outlet. This posed 
a fire hazard if the flammable alcohol in the 
sanitizer was sprayed or dropped Into the 
electrical ignition source. 

■ 
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T 000 INITIAL COMMENTS 

This visit was for a state licensure survey. 

Facility Number: 011128 

Survey Date: 04-02-2018 to 04-04-2018 

QA: 4/12/18 

6/12/2018 Amended State Form. Tag T0134 
deleted. Wrong form title cited. Requirement for 
form 56114 was enjoined by federal injunction at 
time of survey. 

T 098 410 IAC 26-6-1 QUALITY ASSESSMENT AND 
IMPROVEMENT 

410 IAC 26-6-1 (a)(2) 

The program shall be ongoing and have a written 
plan of implementation that evaluates, but is not 
limited to, the following: 

(2) All functions, including, but not limited to, 
the following: 

(A) Discharge. 

(B) Transfer. 

(C) Infection control. 

(D) Response to patient emergencies. 
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This RULE is not met as evidenced by: 

Based on document review and interview, the 
facility failed to include response to patient 
. emergencies in its quality assurance and 
performance improvement program (QAPI) for _ 
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calendar year 2017. 

Findings include: 

1. Review of the clinic's QAPI program for 
calendar year 2017 indicated it did not include 
response to patient emergencies 

2, In interview on 04-04-2018 at 5:15 pm, 
employee #A1, Assistant Director, confirmed the 
above and no other documentation was provided 
prior to exit. 

T140 410 IAC 26-8-1 PERSONNEL POLICIES AND 
RECORDS 

410 IAC 26-8-1 (a)(2) 

(a) The abortion clinic shall maintain current and 
accurate personnel records for all employees. 
Personnel records shall: 

(2) include personal data to include: 

(A) education: 

(B) experience: 

(C) date of employment; 

(D) a copy of current license when 
required; 

(E) evidence of participation in job-related 
educational and training activities; and 

(F) health records of employees that relate 
to post offer and subsequent: 

(i) physical examinations; 

(ii) tests; and 

(iii) immunizations. 


This RULE is not met as evidenced by: 
Based on document review and interview, the 
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facility failed to ensure physical examination for 2 
(SI, and S5) personnel files of 6 personnel files 
reviewed. 


Finding include: 

1. Review of facility policy, Safety, revised 
3/1/2018, indicated the following, the record 
contains the following on each employee, name 
and social security number, a copy of the 
hepatitis vaccination series status including dates 
and information relative to the employee's ability 
to receive the vaccination, copies of annual 
immunizations and TB testing or exam, a copy of 
employee accidents reports, a copy of all 
occupational examination results, medical testing 
and follow-up procedures, the employer's copy of 
the healthcare professional's written opinion, a 
copy of information provided to the healthcare 
professional, records of occupational exposure 
monitoring, records of occupational safety training 
and records of any other occupational medicine 
intervention. 

2. Review of personnel files indicated the 
following, SI (Medical Assistant) and S5 
(Licensed Practical Nurse), lacked documentation 
of Physical Examination. 

3. Interview on 4/3/2018, at approximately 9:50 
am, with N1 ( Registered Nurse, Assistant 
Director) conflmed the above. 

T168 410 IAC 26-8-3 PERSONNEL POLICIES AND 
RECORDS 

410 IAC 26-8~3(b) 
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(b) The clinic shall ensure cardiopulmonary 
resuscitation (CPR) competence in accordance 
with current standards of practice and clinic policy 
for ail health care workers including contract and 
agency personnel who provide direct patient care. 


This RULE is not met as evidenced by: 

Based on document review and interview, the 
facility failed to follow its policy to ensure 
cardiopulmonary resuscitation (CPR) 
competence in accordance with clinic policy for 1 
of 2 physician credential files reviewed and 2 of 6 
employee files reviewed. 


1. Review of a facility document titled Employee 

Safety Handbook, approved 03/01/18, indicated 
the Safety Manager maintains a record of each 
employee’s training in basic CPR and BLS [basic 
life safety]. Further review of the document 
indicated the Safety Manager ensures that 
physicians maintain currency (sic) in Provider 

ACLS [advanced cardiac life support]. 


2. Review of 2 physician credential files indicated 
file MD#2, Gynecologist, had documentation of 

ACLS that expired 3/20/2016, not current per 
facility policy. 


3. Review of employee files indicated file SI, 

Medical Assistant, and S5, Licensed Practical 

Nurse, lacked documentation of CPR 
competence per facility policy. 


3. In interview on 04-04-2018 at approximately 

5:15 pm, employee #A1, Assistant Director, 
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confirmed all the above and no other 
documentation was provided prior to exit. 

T 206 410 IAC 26-11-1 INFECTION CONTROL 
PROGRAM 

410 IAC 26-11 -1(a)(1) 

(a) The clinic must do the following: 

(1) Provide a safe and healthful environment 
that minimizes infection exposure and risk to the 
following: 

(A) Patients. 

(B) Health care workers. 

(C) Persons who accompany patients. 


This RULE is not met as evidenced by: 

Based on document review, observation and 
interview, the facility failed to ensure a safe and 
healthful environment that minimizes infection 
exposure and risk in patients in three instances. 

Findings include: 

1. Review of Hemocue Operating Manual 
indicated the following, the cover may be cleaned 
with alcohol or a mild soap solution. 

2. On observation 4/2/2018, at approximately 
2:27 pm with N1 (Registered Nurse, Assistant 
Director) the following was observed, a cardboard 
note with brownish colored droplets taped on 
hemocue cover. 

3. Interview on 4/2/2018, at approximately 2:47 
pm, with N1, confirmed there was brownish 
colored droplets on cardboard note taped to 
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hemocue cover. 


4. On observation 4/2/2018, at approximately 

3:15 pm, with N1 (Registered Nurse, Assistant 

Director) the following was observed washer and 
dryer in back of storage room. Floor of room with 
sticky lines of material (appears to be old flooring 
glue) which could not be properly cleaned. Dirt 
and debris under shelves with sterile supplies 
including, gloves, cytology brushes and cotton tip 
applicators stored on the shelves. 


5. Interview on 4/2/2018, at approximately 3:15 
pm with N1, confirmed the dirty laundry was 
bought into storage room and loaded into 
machines, the floor was covered in sticky lines 
and sterile supplies were stored on shelves. 


6. Review of facility policy, Women’s Med, 
revised 12/6/2017, indicated the following, 

Inventory Management, ensures items do not 
expire before being used. 


7. On observation 4/2/2018, at approximately 

3:27 pm, with N1 (Registered Nurse, Assistant 

Director) the following was observed 1 box of 

23G needles expired in 2001-08, containing 22 
needles. 


8. Interview on 4/2/2018, at approximately 3:27 
pm with N1, confirmed the expired needles. 

T 234 

410 IAC 26-11-2 INFECTION CONTROL 

PROGRAM 


410 IAC 26-11-2(a) 


(a) Sterilization of equipment and supplies must 
be provided, within the scope of the service 
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offered, in accordance with acceptable standards 
of practice or manufacturer 1 s recommendations 
and applicable state laws and rules (to include 
410 IAC 1-4, Universal Precautions). 


This RULE is not met as evidenced by: 

Based on document review, interview and 
observation, the facility failed to ensure facility 
policy was followed regarding cleaning of 
instruments in one facility. 

Findings include: 

1. Review of facility policy, Safety, revised 
3/1/2017, indicated the following, immerse 
instruments in a enzymatic cleaner/lubricant 
(such as Metri Clean) for 5 minutes following the 
manufacturer's directions for preparation and 
use. 

2. Observation on 4/2/2018, at approximately 
4:25 pm with N1 ( Registered Nurse, Assistant 
Director) the following was observed. Metri Clean 
2 in instrument processing area. Review of the 
Metri Clean 2 label indicated it was not an 
enzymatic cleaner. 

3. Interview with on 4/2/2018, at approximately 
4:25 pm, with N2 (Medical Assistant) confirmed 
Metri Clean 2 was used to clean instruments. 

4. Interview on 4/2/2018, at approximately 4:34 
pm, with N1 confirmed Metri Clean 2 instrument 
cleaner was not enzymatic. 
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unsafe conditions include: expired drugs or 
laboratory reagents, improper staff actions, faulty 
equipment, etc... The Head Nurse oversees that 
all nursing staff adhere to best practices and 
standards of care in the' handling, packaging, 
administering and handing out of medication. 

...discards all drugs that will expire in the coming 
month. 


2. On observation 4/2/2018, at approximately 

3:27 pm, in the medication room, with N1 
(Registered Nurse, Assistant Director) the 
following was observed. 4 vials of diazepam 

5mg/ml, 10 ml, 2 expired 9/2017, and 2 expired 

12/2017, not included in count. Inside a box 
marked needles was a plastic bag which 
contained blue paper taped shut which contained 

5 vials of Gentamicin 80 mg/2ml, expired 

3/1/2015. 


3. Interview on 4/2/2018, at approximately 3:47 
pm, with N1 confirmed the above. • 

T 404 

410 IAC 26-17-3 PHYS. 

PLANT, MAINT., EQUIP., ENVIR., SAFETY 


410 IAC 26-17-3(2) 


The condition of the physical plant and the 
overall clinic environment must be developed and 
maintained in such a manner that the safety and 
well-being of patients is assured as follows: 

(2) No condition may be created or maintained 
that may result in a hazard to: 

(A) patients; 

(B) authorized visitors; or 

(C) employees. 
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This RULE is not met as evidenced by: 

Based on observation, interview, and document 
review, the facility failed to have appropriate 
equipment to use a caustic chemical substance 
according to manufacturer’s instructions in 3 
instances. 

Findings include: 

1. On 04-02-2018 at approximately 4:35 pm, in 
the presence of employee #A1, Assistant 
Director), it was observed in the product of 
conception processing area a chemical, 

MetriClean 2, was stored. 

2. In interview on the above date and time, 
employee #A1 indicated the chemical was used 
when processing product of conception. 

3. Review of the label on the bottle of MetriClean 
2, a caustic chemical,indicated there were 
manufacturer's instructions which indicated First 
Aid Measures: EYES - Flush immediately with 
water for 20-30 minutes. 

4. Review of the OSHA (Occupational and Safety 

Health Administration) hazard communication 
program indicated in general standard 1910.151 
when necessary, facilities for drenching or 
flushing the eyes shall be provided within the 
work area for immediate emergency use. In 
applying these general terms, OSHA would 
consider the guidelines set by such sources as 
American National Standards Institute (ANSI) 
Z358.1 -1998, Emergency Eyewash and Shower 
Equipment, which indicated in section 7.4.4, that 
eyewash facilities are to be located to require no 
more than 10 seconds to reach but where a_ 
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strong acid or a caustic chemical is used, the unit 
should be immediately adjacent to the hazard. 

5. On the above-stated date, time, place, and 
presence of employee #A1, it was observed there 
was no eyewash facility immediately adjacent to 
the area where the caustic chemical was used. 

6. On 04-02-2018 at approximately 4:40 pm, in 
the presence of employee #A1, Assistant 
Director, it was observed in Operating Room 1 
there was an electrical outlet on a wall which had 
a broken plug receptacle. This posed an 
electrical hazard if an electrical plug Was not 
properly seated in the receptacle. 

7. On 04-02-2018 at approximately 4:40 pm, in 
the presence of employee #A1, it was observed 
in Operating Room 1 on another wall, there was 
an alcohol-based hand sanitizer (ABHS) on the 
wall directly over an electrical outlet. This posed 
a fire hazard if the flammable alcohol in the 
sanitizer was sprayed or dropped into the 
electrical ignition source. 
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Ijfocdki* Abortion Clinic V X 

Administrative Document Request 


List of credentialed staff for_ 

List of non-nursing Personnel for 


*0(528 -□ Ownership-copyLofarticles ofincorporatkm 
\LiiQ94 . p Quality assurance plan and documents to include all services/function/contracts 
*0078 - □ List of contracts with scope and nature of services . 

>£0040 - □ Constitution and4>ylaws of governing body (if applicable) *// A 
0026 - □ Minutes of governing body (if applicable) 'lOil S/A 
38 - □ Process for reporting health professionals 
^tf092 -d Written policy addressing internal review of unusual occurrences and disasters 


Medical Staff Rules including ,Zr ^ 

[>$86 - □ Procedures for emergency, initial^reafment, trnpsfer 


Me^i 
U#86 

yfi 178^ □ History and physical 
A om 01 34, 0182 - Authentication of orders who may take verbal orders 
£6260 - □ Policy and procedure for communication with and timely response ot physicians 

concerning a pi emergency 
>M090 -□ Health care worker practice problems 

3^,0172 - □ Physician Credentiaiing (if physician performs procedures): verify admitting privileges 
writing OR a written agreement with another physician with admitting privileges. 1 he 
doeument(s) must be present in the clinic. 

Medical records policies including; 

%0108 - □ Policies assuring documentation of care and services provided 
i&Ot 10 - □ Policies for safeguarding records from sources of damage 
4<0112 - □ Maintenance of records for appropriate time frame 
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! abortion ___ 

P History ami physical cxomlnntlon report lo Includes 


Vital signs _ 


Allergies _ _ _ 
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Centers for Disease 
Control and Prevention 

. CDC SWi'Soviftflives, ProiocttxjPecpifiW 


Guideline for Disinfection and Sterilization in Healthcare 

Facilities (2008) ______ 
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Sterilizing Practices 


Overview. 

The delivery of sterile products for use in-patient care depends not only on the effectiveness of the 
sterilization process but also on the unit design, decontamination, disassembling and packaging of 
the device* loading the sterilizer, monitoring, sterilant quality and quantity,-and the appropriateness 
of the cycle for the load contents, and other aspects of device reprocessing. Healthcare personnel 
should perform most cleaning, disinfecting, and sterilizing of patient-care suppiIes irt a central 
processing department s order to more easily control quality/The aim of central processing is tile 
orderly processing of medical and surgical instruments to protect patients tom infections while 
minimizing risks to staff and preserving the value of the .items being reprocessed 957 . Healthcare 
facilities should promote the same level of efficiency andsafety in the. preparation of sup plies in 
other areas (e,g., operating room, respiratory therapy) as ^practiced in central processing. 


hltps://www,cdc.eov/iirfectiohconfeoi/auidelines/dismfectiori/stenlization/steriliz;me'-nract... 04/12/2018 
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Ensuring consistency of sterilization practices requires a comprehensive program that ensures 
operator competence and proper methods of cleaning and wrapping instruments, loading the 
sterilizer, operating the sterilizer, and monitoring of the entire process. Furthermore, care must be 
consistent from an infection prevention standpoint in all patient-care settings, such as hospital and 
outpatient facilities. 

tv Top of Page 


Sterilization Cycle Verification. 

A sterilization process should be verified before it is put into use in healthcare settings. All steam, 
ETO, and other low-temperature sterilizers are tested with biological and chemical indicators upon 
installation, when the sterilizer is relocated, redesigned, after major repair and after a sterilization 
failure has occurred to ensure they are functioning prior to placing them into routine use. Three 
consecutive empty steam cycles are run with a biological and chemical indicator in an appropriate 
test package or tray. Each type of steam cycle used for sterilization (e.g., vacuum-assisted, gravity) is 
tested separately. In a prevacuum steam sterilizer three consecutive empty cycles are also run with 
a Bowie-DIck test The sterilizer is not put back into use until all biological indicators are negative 
and chemical indicators show a correct end-point response 011 * 814 - 819 - 958 . 

Biological and chemical indicator testing is also done for ongoing quality assurance testing of 
representative samples of actual products being sterilized and product testing when major changes 
are made in packaging, wraps, or load configuration. Biological and chemical indicators are placed in 
products, which are processed in a fuli load. When three consecutive cycles show negative biological 
indicators and chemical indicators with a correct end point response, you can put the change made 
Into routine use 811 * 814 - 958 . Items processed during the three evaluation cycles should be quarantined 
until the test results are negative. 

^ Top pfPagj* 

Physical Facilities. 

The central processing area{s) ideally should be divided into at least three areas: decontamination, 
packaging, and sterilization and storage. Physical barriers should separate the decontamination 
area from the other sections to contain contamination on used items. In the decontamination area 
reusable contaminatedsupplies (andpossibly disposable items that are reused) are received, sorted; 
and decontaminated. Therecommended airflow pattern should contain contaminates within the 
decontamination area and minimize the flow of contaminates to the dean areas. The American 
Institute of Architects 959 recommends negative pressure and no fewer thansix air exchanges per 
hour in the decontamination area {AAMI recommends 10 air changes per hour) and 10 air changes 
per hour with positive pressure in the sterilizer equipment room. The packaging area is for 


1 ittn 5 s://www.cdc.Bov/infectioncontrol/guidelines/dismfection/steriHzation/sterilizmg-pract.. 04/12/2018 
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Section 15. Regula tory Information 


U,S. Federal Regulations.: 

BPA SARA 311/312 Hazard Classification: Acute Health 

EFA SARA 313: This Product Contains the Following Chemicals Subject to'Annual Release Reporting 
Requiremerits:Under SARA Title Ui, Section 313,(40 0FR-372T Won® 

Protection Of Stratospheric Ozone; This product is not known to contain or tahavepe^n 
manufactured'with ozone depleting substances as defined in 40 CFR Part 82, Appendix A to Subpart A. 

CERCLA SECTION 103: This product has a reportable quantity <RQ) of ^O.OOO lbs based on the RQ for 
potassium.hydroxide Of 10OP lbs. Manystates have more stringent release reporting-requirements, • 
Report spiils required under'.federal-, state ard local regulations. • 


NltfenTpoMufentRefease Inventory (NPRI)rThis Product Contains the Following,Chemicals.Subject 
to.Annual Release Reporting Requirements NPRI: None 


This product has been classified in accordance with the hazard criteria of the Controlled Products 
Regulations, and the MSDS contains all the information required by the Controlled Products-Regulations 


International Inventories 

US ERA TSCA Inventory; Ail of fee -components of.this product ’ere ! feted on the Toxic Substances 
Control Act (TSCA) Chemical Substances inventory. 6'r exempt, 

Canadian Environmental Protection Act An of Hie competent? -n this product are listed on fee 
Domestic Substances Ltst -psi) or exempt. 

Australia Afeof fee components in this product are lifted on the. Australian inventory of Qhernieal 
Substances fAIGS) or exempt. 

QhlnarAif pf the components in th|§ product are Hsfed on the-inventory of'Existing Chemical Spbstahces 
in ChinaflEOSC) or exempt 

New Zealand: Ail ef feepomponents in this product are listed on the New Zeajmtd Inventory of 
Chemicals. (NZtoG) or exempt. 

| ~ ? “ T ~~~ Section 16 Other Information 


"NFPA Ratrng: Fire: 1 Health: 3 -instability: ! 0 

The information and recommendations set forth herein, are taken from sources believed-to be accurate 
as of the date of preparation, however,. NIETREX® RESEARCH .makesmo warranty with resp.ectto the 
accuracy hr suitability of the recommendations: and assumes no liability to any use -thereof. 


Tage € of <S' 








Carcinogen: None of the components 5s. listed as a carcinogen or potential carcinogen by IARC, t Hfg t 
ACGIR OrOSHA. ' , : 

Acute Toxicity Values 

Potassium Hydroxide: LD50 Qrai Rat 273'mg/kg. 

Acrylic AcM Rolyrher So.dlum Salt; No data, available: 

Triethanolamine; bDSQ -Oral Rat >4000 mg/kg; U3'50 Dermal Rabbit >2000 mg/kg 


Section 12,.Ecological Information 


jhid product is hot classified as aquaticaily toxic based on the (3HS“criteiia for aquatic:toxicity< 

Toxicity: 

Potassium Hydroxide;, LC50 mosquito fish 80 mg/L/96 

Acryiic Add Polymer Sodium Salt; EC50 cenodaphnla 162 mg/L/48-hr 

Trtethanolamin©’; LC60 fetfecicl minnow 1800-1 i.000 mg/U96 hrffGSO daphnia magna 739-2038 
mg/L/24 hr; ErbOO algae 2T6-750 mg/i/72 hr 

Persistence and degradability: Triethanolamine Is .readily biodegradable in screening tests;. Acrylic 
Acid Polymer Sodium Salt Is not readily biodegradable. Biodegradation is not applicable to Inorganic 
sijbstahces such as potassjum.hydroxide. 

Bfcaccunrmfetive Potential: Trethsnciamine has alow potential to bioaccumulate. 

Mobility in Soil: Triethanolamine is expected to Have very nigh mobility in soil 

Other. Adverse Effects: Releases of to< ge amounts to waterways will affect the pH of the water and. 
may pave an adverse effect, on aquatic organisms. 

!__ _ Section 13, Cdnstdbtatibns ' • ‘ ! 

Solution Disposal: Unused product or Wastes resulting from the use of .this .product may be disposed 
of-according to applicable,Fader at. State. br Ideal' procedures. Unused-product Would ;be.q|assffied. as a. 
RGRA hazardous.waste, characteristic corrosivity. . . ... ... 

Container Disposal: .hlonreiiliabie container. Do not reuse or refill this container. Offer for repyeling/ff . 
ayiilable, Jf recycling j$. npt available, discard Ufapoordanpe With;hospital policy;. t 


Section 14, TmnsppftInformation 


-4- 

UN Number 

UN Proper Shipping Name 

Hazard. 

Class(s) 

Packing 

Group 

Erivironnifhtal. 
Hazards ' 

US DOT 

UN1814 

Potassium Hydroxide Solution 

-8 

PG If 

None- ‘ v 

EU ADR/RID . 

UNI 814 

Potassium Hydroxide Solution 

a v 

m !i 


rrr^m^. 

i hum 

Potassium Hydroxide Solution 

8 

PG IT 

EEiiM ■ 

vtmm&SsM. 

UN1814 

Potassium Hydroxide Solution 

8 • 

PG II 

Non©' 
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Skin Protection: Wear protective cbthing if needed to prevent skin contact. Contaminated 'clothing 
must beimmediatety-removed and laundered before re-use, 

Hygiene measures: Suitable eye wash and washing facilities should be available in the work, area, 

• _ Section 9, Physical and Chem ic al Properties ___ 

!'• 


Appearance: 

Clear blue-green 
liquid 

Oder: 

Fresh, clean scent- 

Odor Threshold: 

Not available! 

pH: 

13.0-14.0, 

Meltlng/Freezihg 

Not available 

Boiling 

Not determined 

Point; 


Point/Range: 


Flash Point: 

Not flammable. . 

Evaporation Rate: 

Not available 

Flammability: {Solid, 
Gas) 

Not applicable 

Flammability 

Limits: 

Not applicable 

Vapor .Pressure: 

Same, as Water 

Vapor Density: 

Not available 

Relative Density: 

>1.025 

Solubilities: 

Completely soluble in 
water' 

Partition Coefficient: 
(N-Octanol/Water) 

Not available 

Autoignitlon 

Temperature: 

Not flammable 

Decomposition 

Temperature: 

Not available 

Viscosity: 

Not available 


Section 10. Stability and: Reactivity 


Reactivity: None known. 

Chemical Stability: Stable. 

Possibility of Hazardous Reactions: Way react with chemically reactive metals such as aluminum, zinc 
or magnesium to release hydrogen gas, which is flammable, and explosive, 

Conditions to avoid: Excessive heat. 

Incompatible Materials: Strong oxidizing agents, acids, reactive metals. 

Hazardous decomposition products: Thermal decomposition will produce carbon monoxide, carbon 
dioxide, nitrogen oxides, amines. 

"" ' ” Section 11. Toxicological information , 


Potential Health Effects: 

Inhalation: Vapors arid mists may cause-severe irritation.of the eyes, hose and throat High 
concentrations may cause, lung, damage. 

Skin Contact: Corrosive.. May cause severe irritation or burns. 

Eye Contact: Corrosive-. May cause severe irritation with burns end permanent eye damage, 
ingestion: Harmful or fatal if swallowed. Causes bums, to the mouth, throat and intestinal tract. 
Chronic Hazards: Prolonged, overexposure to dilute solutions may cause dermatitis. 
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Special Protective Equipment and Precautions for Fire-fighter$:-. Firefighters elioujd wear:positive■ 
pressure :seif-corftained breathing apparatus and full protective clothing for fires' In areas where 
chemicals are used or stored; . # 

_ Section 6: Accidental Release Measures, . _ 1-1 

Personal ptecautions* Protective equipment, and Emergency procedures:- Wear appropriate 
protective-etotlilrtg:ancl:equlpment-. 

Methods and Materials for Containment and Cleaning up: hlputralfee spill'with a dilute;weak acid* 
such as acetic acfd : o.r r use alkali spill Kit. Colled material with an Inert absorbent material end place in 
.appropriate, iabeied' : bontaineF for disposal: . _ 

_ • • . i ’ . . .— 

_ __ Section 7, Handling and Storage _ ~ '......... 

Precautions for Safe Handling: Do.pot get in eyes, on skin or on clothing. Wear appropriate proteettye 
clothing when handling. Wash thoroughly with soap and Water after handling_arid.-befor^ .. • < 

:driiikthgr ; ch ew ^h9 gum, usirig tobacco pr using the toilet. Immediately remove end wash bdriiamlqateQ. 
Clothing before reuse. Use -in accordance, with label; directions. 

Conditions for Sato Storage, Including any Incompatibilities: Store ih;a. coot area. • : 

* • I.- 

Empty 1 containers rata in product residues and maybe hazardous. Dp, not flame piAL drill. Weld .etc, on: or 
near- empty containers, even empty. 

~ Section 8. Exposure Controls / Personal Protection _ 


Exposure Limits 


Chemical 

Exposure Limit 

Potassium Hydroxide 
.Acrylic Acid Polymer Sodium Sail 

2 rr o/m3 Goilinn ACGII-I TLV 

None Established . 

Triethanolamine 

5 mc/m3 TWA ACGIH TLV " • ' 


Appropriate Engineering Controls: For operations Where the exposure limibs may be exce#e& 
mechanical ventilation-such as local exhaust may be needed to miriimizeexposute.- 

"Respiratory Protection; None /under normal use.conditions with adequate-yehli^id^ For operations 
where the occupational exposure limits are 'exceeded, a- NIQSH approved _ - 

yaporf dustimist cartridges or suppl led -a if raspirator is recommended, :Eq uipmehf; s#feofiorl ;dep.ebds..p r p 
contaminant type and concentration Select in accordance CFR- f@1ti.i34 and good Industrial:;: 
hygiene practice. For firefighting, use serf-contained breath'ng apparatus.. ' ; i ■ • = 

Hand protection: Protective -gloves such -as nitrile are recommended. 

Eye Protection; Splash proof goggles and face shield recommended,- 
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IF IN EYES: Rinse cautiously w'rth'water for several minutes. Remove contact lenses, if present and 
easy to-da Continue rinsing. 

Immediately call a POiSdN CENTER; 

Storage and Disposal 
Store locked up-’ 

Dispose of contents and. container in accordance with local and national regulations. 


Section 3. Compositlon/lnformation On ingredients 


Component 

GAS No, 

Amount 

Water 

7732-18-5 

1 liW i 

Potassium Hydroxide 

•131-0-58-3 

1-5% 

Acrylic Acid Polymer Sodium Salt 

Proprietary 

1-5% 

Triethanolamine 

102-71-6 

1-5% 


Section 4. First Aid Measures 


Eye Contact Hold eye open and rinse slowly and gently with Water for 20-30 minutes. Remove contact 
lerises, if present, after the first 5 minutes, then continue rinsing. Get immediate 'medical attention. 

Skin Contact: immediately remove contaminated clothing. Flush all affected and exposed areas with 
plenty of water for at least 15-20 minutes. If skin irritation develops and persists, seek medical attention. 
Launder clothing before reuse. Discard items that cannot be thonxrghly decontaminated, like: leather 
shoes and belts. 

Inhalation: Move to fresh air if effects occurand seek medical attention if effects persist, if not 
breathing or breathing is difficult, gh/eoxygen or artificial respiration. Get immediate medical attention. 



Ingestion: If swallowed, get immediate medical advice by calling, a Poison Control Center or hospital 
emergency room, if advice is not-a vail able, fake victim and product container :to the nearest emergency 
treatment center dr hospital. Do NOT induce vomiting. If the victim is alert, rinse their mouth with water. 
Do riot attempt to give anything by mouth to an unconscious person. 


Most Important symptoms and effects, acute arid delayed: Causes skirt burns, and eye damage. 
Harmful or fatal if swallowed. Causes burns to the mouth, throat and intestinal tract inhalation of mists 
or vapors may cause severe irritation of the eyes, hose and throat. High concentrations-may cause Jung 
damage. 

Indication of immediate medical attention and special treatment, ifaeeeted: Immediate medical 
attention is required for-all-routes of exposures. 


. Section 5. Fire Fighting Measures 


Suitable (and Unsuitable) Extinguishing Media: Use any media.that is suitable for the surrounding 
r '.oo! fire exposed containers with Water. 


'Mng from the Chemical; May react with chemlcaily reactivo metais such as 
to release hydrogen gas, which is flammable and.explosive,. 

Page 2 of 6 


















Product Name: MetnCiean®2 
Product Use; tow foaming.detergent 

Manufacturer: WETREX® RESEARCH 

1717 W. Collins Ave; 

Orange, 0A.92867 

U.SA 

Information Phone Number: 1 -800-641-1 428 .(Customer Service) 


' _ Section 2, Hazards Identification 

OHS / HAZCOWi 2012 Classification: 

Skin Damage Category IB 
Eye Damage Category 1 

Label Elements' 

v. . 


Hazard Phrases 

Causes severe skin, burns and eye damage . .. . .... 

Prevention: 

Dp notbreathe mists. . . 

Wash thoroughly after handling, • 

Wedr prpteciive glbyes, nrotecWexlGthrng, eye protect arid face protection;. 

Response.:- 

IF. SWALLOWED; Rinse .mouth. Do NOT induce vomiting. 

immediately ceil a POISON CENTER, , 

IF: OR $RiN (or hair): Take oft immediately afi contaminated clothing; Rinse skin with soap and water. - 
Wash contaminatedciothinghefore reuse. 

Immediately call a POISON.CENTER. 

IF INHALED: Remove person to fresh air and keep comfortable for breathing, 
immediately caiba POISON CENTER. 

7 ” Page t of. 6 



Chemical Emergency Phone Number (Chemical Spills. Leaks. Eire; Exposure or Accident onL 
' CHEWREC 1-890*424^300 (in the US) 1-703-527-3887 (Outside the US) 

SDS Date Of Preparation/Revision: 3/3/16 













Centers for Disease 
Control and-Prevention 

CDC-2'T/f: SowvsUyoSi Rtoleoimg Pecpte™ 


Guideline for Disinfection and Sterilization in Healthcare 

Facilities (2008) 
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Sterilizing Practices 


Overview. 

The delivery of sterile products for use in patient care depends.not only on the effectiveness of the 
sterilization process but also on the unit design* decontamination, disassembling and packaging of 
the device, loading:the sterilizer, monitoringi sterilant quality.and quantity, and the appropriateness 
of the cycle for the load contents,.and other aspects of device.reprocessing. Healthcare personnel 
should perform most cleaning, disinfecting, and sterilizing of patient-care supplies, in a central 
-processingdepartment ih orderto more easily control quality.The aim of central-processing 1$ the 
orderly processing of medical and surgical instruments to protect patients tom infections white 
rninirnizing-rlsksto staff and preserving the valueofthe items being reprocessed 5 * 57 . Healthcare 
facilities should promote t-he same level of efficiency and.safety in the preparation Of supplies In 
other areas-Ce.g., operating room, respiratory therapy) as Is practiced In central processing.' 


Mtps://v^w^cdc.g6v/iiifeDtipnc0iitroi/guldelines/dismfectioEi/steriIization/SterilizmMfact.,. 04/12/2018 
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Ensuring consistency of sterilization practices requires a comprehensive program that ensures 
operator competence and proper methods of cleaning and wrapping instruments, loading the 
sterilizer, operating the sterilizer, and monitoring of the entire process. Furthermore, care must be 
consistent from^an infection prevention standpoint in all patient-care settings, such as hospital and 


outpatient facilities. 


^ Top of Page 


Sterilization Cycle Verification. 

A sterilization processshould be verified before it is put into use in healthcare settings. AH steam, 
ETO, and other low-temperature sterilizers are tested with biological and chemical indicators upon 
installation, when the sterilizer is relocated, redesigned, after major repair and after a sterilization 
failure has occurred to ensure they are functioning prior to placing them into routine use. Three 
consecutive empty steam cycles are run with a biological and chemical indicator in an appropriate 
test package or tray. Each type of steam cycle used for sterilization (e.g., vacuum-assisted, gravity) is 
tested separately. In a prevacuum steam sterilizer three consecutive empty cycles are also run with 
a Bowie-Dick test. The sterilizer is not put back into use until all biological indicators are negative 
and chemical indicators show a correct end-point response 811 *® 14 - 819 - 958 . 

Biological and chemical indicator testing is also done for ongoing quality assurance testing of 
representative samples of actual products being sterilized and product testing when major changes 
are made in packaging, wraps, or load configuration. Biological and chemical indicators are placed in 
products, which are processed in a full load. When three consecutive cycles show negative biological 
indicators and chemical indicators with a correct end point response, you can put the change made 
into routine use 811 * 814 - 950 . Items processed during the three evaluation cycles should be quarantined 

until the test results are negative. 

Top of Page 


Physical Facilities. 

The central processing area(s) ideally should be divided into at least three areas: decontamination, 
packaging, and sterilization and storage. Physical barriers should separatethe decontammation- 
«rea from the other sections to contain contamination on used items. In the decontamination area 
reusable contaminatedsupplies (and possibly disposable items that are reused) are received, sorted, 
and decontaminated. The recommended airflow pattern should contain contaminates within the 
decontamination area and minimize the flow of contaminates to the clean areas. The American 
Institute of Architects 559 recommends negative pressure and no fewer than six air exchanges per 
hour in the decontamination area (AAMI recommends 10 air changes per hour) and 10 air changes 
per hour with positive pressure in the sterilizer equipment room. The packaging area is for 


. J._ 
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" Section 1S. Regutetory Information _ ..^i— 

U,S. Federal Regulations: 

Ft 

EPA SARA 311/312 Hazard Classification Acute Health 

EPA SARA 313: This Product-Conans-the Flowing Chemicals-Subject to Annual Release-Reporting 
Requirements Under SARA Title 111, Section 313(40 CFRT72V Nwa 

Protection Of Stratospheric Ozone: This product is nofckncwn to contain or tp; have been ■ 

manufactured 'with otoaB depte«ng : substances as defined m 40 CFR Part 82, Appendix A teSubpart A. 

CERCtA SECTION 103: This product'has a reportable- quantity (RQ) of .20,000 jbsbased on the RQ for 
potassium hydroxide of 1000 lbs. Many states have more sfengert release reporting requirements, 

Report $pHls required under federal, state and local regulation?.. 

N!«onS n poStem&»e.lnv P nto V (NPRt)' This Product dontatnrthe Following Chemicals Subject 
to Annual Release Reporting Requirements NPRI: None 

TWe been classified in accordance with the hazard criteria of the Controlled Products 

ReguMions and the MSDS contains all. the information required>y the Controlled Products Regulations 

| nter national Inventories 

US EPA TSCA,inventory: Ail ,of the. components : of this product are l i*tad on the Toxic Substances. 
Control Act (TS-CA) Chemical Substances inventory orexempt. 

Canadian Environmental Protection Act: Ai’offo* component? * this product are. listed an the 
Domestic Substances. tiist (dSL) or exempt; 

Australia; All of the components in this -product are-listed on foe Australian Inventory qtOheMca! 
Substances jAlCS) or exempt. 

China: All of.the components in (bin product are.listed on the Inventor;/of Existing.Cortical-Substances 
in China (IEOSC) or exempt 

New Zealand: All ofthe components In this' product are listed bn -.he New Zealand Inventory of 
Chemfcgls (NZJoC) or exempt 


Section 1S. Other- informs!!on 


tslFPA Rating; Fire:. 1 Health: 3 


Instability: 0 


The information and recommendations set forth herein are taken from SDUrOesbBtevedto.be accurate 
L ofteSte ^epamtion, however, METRHX® RESEARCH makes no warranty prospect to the 
aecurac/ or suitability of }he recommendations,and assumes no liability to any use thereof. 
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Carcinogen: None of to' components Is listed :as a carcinogen or potential carcinogen by l ARC, NTP,; 
ACQIH, orOSHA. 

Acute Toxicity Values 

RotassFum Hydroxide: LPSG Oral Rat 273 mg/kg. 

Aciyllc Acid Polymer Sodium Salt: No data available; 

Triethanolamine; U350 Oral Rat >4000 mg/kg; tD50 Dermal Rabbit >2000 mg/kg 



This product Is hot classified as aquatic^iy toxic based on the <3HS cpteriaTor aquatic, toxicity. 


Toxicity: 

Potassium Hydroxide: LC5D mosquito fish 80 mg/L/98 

Acrylic Acid Polymer Sodium Sait: EC50 cenodaphnia 162 mg/L/48hr • . 

Triethanoiamino: I.C50 fathead minnow 1300-11,-800 mglUOSftr; LCSOdaphnia niogna /38-2C38 , 

mg/L/24 hr; ErOSQ algaa 216-760 mg/L/72 hr . ^ .. 

Persistence and degradability: Triethanolamine is readily biodegradable in screening tests. Acrylic ■' 
Add. Polymer 'Sodium Salt is not readily ticdegiadafco. Biodegradation is not applicable to inorganic , 
suhsfancbssaGh as potassium hydroxide. : |. 

Blbaccumulative Potential: Thethanclamine has a low potential to bioaccumuiate. 

Mobility in Soil: Triethanolamine is expected to have very nigh mobility in soil. 


Other Adverse Effect#: Releases oblige amounts to Waterways will affect thepHof the watbrand 
may have an adverse effect-on aquatic organisms. 



Solution disposal : Unused product .'or wastes resulting from the use Of this 

of according to applicable Federal, State, or local procedure’s. UhUsedprodyct would be d&ssified^-a 
;RCRA Haza^dGu>.wist^, ; t^arfic%fistic corrosivity. 

Container Disposal: Roni^fiflafeiecarttainer. Do not rebse or refill this oontsiner, .Offer for-re^lm^.#- 
av^itebibi lf recycling is.flQfca'^dM©i discard. th' ^CQ^afe with hospital policy.; j 


Secti on 14. Trahspo rt 1 n formation 


UN Number s UH Proper Shipping Name | Hazard 

_' _(Classy 

_goiassium i-:lydroxide Solution ; 8 
Potassium Hydroxide Solution ; 8 


U$ DOT. UN 1814 

m ADR/RID UN 1814 






Packing j Environmental 

j»foup i Hazards 

PG11 None . ; 

PG H None • •• 




















MetriC!aan*2 
Date Prepared; 3/3/1$ 


Skin Protection; Wear protective clothing if needed to prevent s*in contact. Contaminated clothing 
must be immediately removed and laundered before re-use. 


Hygiene measures; Suitable eye wash and washing facilities should be available In the work area. 



Section 9, Physical end Chemical Properties 

Appearance: 

Clear biue-green 

Oder: 

Presh. clean scent 

Odor Threshold: 

Not available 

pH; 

13,0 44.0. 

Wlelting/Preezing 

.Point: 

Not available 

Soiling 

Point/Range; 

Not determined . 

Flashpoint: 

Not. flammable' 

Evaporation Rate; 

Not available 

Flammability; (Solid, 
Gas) 

Not applicable 

Flammability 

Limits: 

Not applicable 

Vapor Pressure: 

Same as water 

Vapor Density; 

Not available 

Relative Density; 

>1025 

Solubilities: 

Completely soluble in . 
water 

Partition Coefficient: 
(N-Octanol/Water) 

Not available 

Autoignitioh 

Temperature: 

Not flammable 

Decomposition 

Temperature; 

Ngt available 

Viscosity: 

Not available 


Section 10. Stability and Reactivity 


Reactivity; None known- 

Chemical Stability; Stable. . . , . . 

Possibility of Hazardous Reactions; May react with chemically reactive metals such as aluminum, zinc 
or magnesium to release hydrogen gas, which is flammable .and expfos ! ve. 

Con dltipns to avoid; Excessive heat. 

Incompatible Materials;’ Strong oxidizing agents, acids reactive metals. 

Hazardous decomposition products; Thermal decomposition will produce carbon monoxide, carbon 
dioxide, nitrogen' oxidesv amines. 

r "*f7 “ ‘ Section 11, Toxicological Information . . _7T__ 


Potential Health Effects: 

Inhalation: Vapors arid rtiists may cause-Severe Irritation of the eyes, nose and throat. High 
concentrations may cause lung damage.. 

Skin Contact: Corrosive. May cause severe irritation or bums. 

Eye Contact: Corrosive. May cause severe irritation with burns and permanent eye damage. 
Ingestion: Harmful or fatal If swallowed. Causes burns to the mouth, throat and intestinal tract 
Chronic Hazards; Prolongedovefexposure to dilute solutions may cause dermatitis. 
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Date Prepare* 3/3/16. 



Section 6: Accidental Release K16a$ures 

Personal precautions, Protective equipment, and Emergency procedures: Wear appropriate 
protective dothfng : and equipment.. 



Section 7, Handling and Storage 


Precautions for Safa Handling.:- Do,not get in eyes, on skin or an 

rlrvH-jinn when handiind Wash thoroughly with sbap and Water after handling and beforb .. 

clothing befbre reuse. Use: in accordance with label directions,. . 

Conditions for Safe Storage, Including any Incompatibilities: Store in a coof area. ; 

Eti&f oortfainem retain product residues and may be hazardous. Do not flame. Cut, drill, weld. etc. bn : or 
near empty containers, even empty. :' 


j. 

Exposure Limits 


Section.6. Exposure Controls / Personal Protection 


Chemical 


Potassium Hydroxid e 


Acrylic Acid Polymer Sodium S ah. 


Triethanolamine 


Exposure Limit 


7mb/m3C0ilin Q ACH31P TLV 

None Established_ 

.5 mn_/m3 TWA ACGIH TLV 


Appropriate Engineenna Controls:- For operations where the.exposure jimits may be e*c§‘#sd, 
mechanical ventilation such as local exhaust may be. needed to minimize exposure; 
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MstrlCJeari®2 

Date Prepared: 3/3/16 


IF IN EYES’ Rinse cautiously with water for several minutes. Remove contact lenses, if present and 
easy to do. Continue rinsing. 

Immediately call a POISON CENTER; 

Storage and Disposal 

Store locked up.' „. , . . ,, 

Dispose of contents and. container in accordance with local and national regulations. 


Section 3.. Composltlon/lnformation Orrlngredi.ents 


Component 


Water 


Potassium Hydroxide 


A crylic Acid Pol ymer Sodium Salt 
Triethanolamine . 


CAS No. 


7732-18-5 


1310-58-3 

Proprietary 


102-71-6 


Amount 


70-90% 


1 - 6 % 


1-5% 


1-5% 


Section 4. First Aid Measures 


Eve Contact: Hold eye open and rinse slowly and gently with water for 20-30 minutes. Remove contact 
leiisps, if present, after the first 5 minutes, then continue rinsing. Get immediate.medical attention. 


Skin Contact: Immediately remove contaminated clothing. Flush ail affected and expased are^s wjth 



shbbs and belts. 


inhalation 4 Move to fresh air if effects occur and seek medical attention if effects persist, if not 
breathing or breathing, is difficult, give-oxygen or artificiarfespiratioh; Get immediate medical attention. 

jnaestion* If swallowed, get immediate medical advice by calling a Poison Control Center or hospital 
emergency room. If advice is ;rt(« avaiipbte, (aka victim and product container to thenewest epswy 
ireatinent center or hospital bo NOT Induce vomiting, tf the victim is alert, nnse their motifh with water.. 
Do not attempt to give anything by mouth to art unconscious person. 

Most iniDortant symptoms and effects, acute and delayed; Causes skin bums and eyo damage. 
Harmful or fatal if swallowed. Causes burns to the mouth, throat and intestinal tract. Inhalation of mists 
or vapprs may cause, severe irritation of itie. eyes, nb.se and throat. High concentrations may cause lung 

damage. 

Indication of immediate medical attention and special treatment, If heeded: Immediate medical 
attention is required for all routes of exposures. 


Section & Fire Fighting Measures 




Suitable (and Unsuitable) Extinguishing Media: Use-any media that Is suitable for the surrounding 
fire- Cool fire exposed containers with water. 

SnedflG Hazards .Arising from, the Chemical: May react with chemically reactive metais-such as 
- : v - or magnesium to release hydrogen gas, which is flammable and explosives. 


aluminum., zinc 
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MATERIAL SAFETY DATA SHEET 


MetriClean®& 

Date Prepared: 3/3/18 


Section 1. Product And Company Identification 


Product Name: MatriGlean 1 ^ 

PraductUse: Low foaming detergent 

tVfanwfacturerc- METREX# RESEARCH 
1T17W. Cofes-Ave. 

Grange, CA92SS7 . 

U.S.A. 

Information Phone Number; 1 h 600*841-1428 (Cu$tomer Service), 

Chemical Emergency Phone Number (Chemical Spills. Leaks. Fir e . Exposure or Accident only); 
CHEMTRE0 1~8QCM24-9300 (in the US) 1-703-527-3887.(Outside the US) 

:V ' 

SDS Date Of Preparati on/Revislon:; 3/3/16 


_ Section 2. Hazards Identification 

GH$7 HAZCOWl 2Q12:Classification: 
skir\ Damage Category i B 
Eyd-Damage Category 1 

Label Elements 


Danger! 



Hazard Phrases 

Causes severe skin burns arid eye damage . . ^ •••••; 

Prevention: 

Dd not breathe mists. , . . 

Wash .thoronghiy -.after handling. 

Wear protective 1 gloves, proteoflye clothing, eye protectten and face protection. . 

Response:; 

IF SWALLOWED: Rinse mouth. Do NOT induce vomiting. 

Immediately call a POISON CENTER, A ... . • 

IF ON SRlN (orhair): Take off immediately all contaminatedclothing* Rinse skin with soap and water. 

Wash contaminated, clothing. before reuse, 
immediately catiaPOlSON CENTER. 

IF IN HALED:. Remove persoato fresh air and keen comfortable for breathing. 

Immediately call a POISON CENTER. • ; • : 
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